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Objective: Although factors that promote initial and recurring homelessness among inner city 
women have been long explored, impoverished women continue enter and re-enter shelters at 
troubling rates. This trend is projected to increase over time. This longitudinal study uses 
Sydemics as a framework to advance our understanding of the relationship between depression, 
PTSD, trauma and intimate partner violence and the loss of housing among impoverished women 
using inner city Emergency Departments. We hypothesized that depression, PTSD, childhood 
trauma and IPV are positively associated with homelessness at baseline and that women with 
higher rates of a combination of these variables (e.g. PTSD and IPV) in wave 1 will have higher 
odds of experiencing both an initial and repeat bout of homelessness in the second and/or third 
waves, controlling for all other variables in the study.  
Method: Multivariate analyses and logistic regression, at baseline and longitudinally, were 
conducted to test study hypotheses with homelessness as the dependent variable. Six multivariate 
logistic regression models were used. Odds ratios (OR) with their 95% confidence intervals are 
reported. 
Results: Depression and childhood trauma were individually associated with homelessness at the 
.05 level in this sample of low income women. IPV was marginally related to homelessness 
(p=0.0917). PTSD however was not. Importantly, although IPV and PSTD were not individually 
associated with homelessness in bivariate analyses, housed, never homeless women, and women 
who had previously experienced homelessness had a greater odd of becoming homeless than 
those who experienced only one of these risk variables.  Specifically, housed, never homeless 
 
women who had PTSD and IPV had a 2.2 odd of becoming homeless for the first time in waves 
2 and 3, whereas those who experienced PTSD only had a 1.3 odds of becoming homeless for 
the first time; never homeless participants who experienced IPV only a 1.7 greater odds of 
becoming homeless (CI.0.348, 14.84; p=0.385), adjusting for all other variables. Similarly, the 
odd of becoming homeless again among participants who had PTSD and experienced IPV was 
1.7 whereas the odds of recurrent homelessness was 1.2 among those who experienced PTSD 
only and 1.1 among those who experienced IPV only (CI.0.397, 7.46; p=0.463), controlling for 
all other variables in the study. 
Conclusion: Our findings confirm our hypotheses that low-income women who have PTSD, 
depression, histories of childhood trauma, and/or IPV have a higher odds of initial and recurrent 
homelessness when compared with women who do not have these risk variables. Our findings 
further confirm that women who have combinations of risk variables have even higher odds of 
future homelessness. Due to the low sample size of women with histories of homelessness in the 
study, there was lack of power. Despite this challenge, the results of these explorations (in 
determining heretofore unidentified effect sizes) utilizing Syndemics as a conceptual framework 
are promising. Future research with larger sample sizes (and sufficient power) are important to 
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Notwithstanding decades of scholarly research, many poor women across the nation 
continue to live precariously housed and the rates at which they enter and re-enter the shelter 
system has markedly increased over the past thirty years (Farr, Koegel & Burman 1986; Rossi, 
Fisher & Willis 1986; Wright & Weber 1987; Sosin, Piliavin & Westerfelt 1990; Culhane, 
Dejowski, Ibanez, Needham & Macchia 1994; Piliavin, Wright, Mare & Westerfelt 1996; Rocha, 
Johnson, McChesney & Butterfield 1996; Culhane & Kuhn 1998, Christian, Clapham & Abrams 
2011).  
Women with children are among the fastest growing populations of homeless individuals. 
Despite the concerted efforts of research scientists, policy makers and practitioners alike, the 
number of female-headed homeless households continues to see sharp inclines (National 
Coalition for the Homeless 2009).  Nationwide, approximately 89% of homeless families are 
headed by women, and 25% of homeless singles are women (Vera Institute of Justice, September 
2005; The U.S. Department of Housing and Urban Development 2013; The U.S. Department of 
Housing 2014). Between 2007 and 2014, homelessness increased in nineteen states, with New 
York experiencing the largest incline at 29%. During that same seven year time period, the 
number of homeless families in New York also increased drastically, by 39% (The U.S. 
Department of Housing and Urban Development 2013; The U.S. Department of Housing 2014).  
Although the statistics on homelessness among women is scant, particularly in the area of 
homeless returns, research estimates that nationwide, 4 to 25% of formerly homeless women 
return to the shelter system at least once after being placed into “permanent” housing (Vera 
Institute of Justice, September 2005). In New York City alone, 7% of the chronically homeless 
are in families, and from 2013 to 2014, chronically homeless families in shelters and chronically 




Assessment Report to Congress 2014; The U.S. Department of Housing and Urban Development 
2014).  
Though much has been written regarding correlates of the loss of housing among women, 
these factors remain poorly understood. As a result, prevention efforts to reduce first-time 
homelessness and homeless returns among indigent women group have proven inadequate over 
time. This is particularly true in terms of co-morbid risks. Despite this fact, most studies have 
employed cross-sectional designs; very few have utilized longitudinal data. 
Co-occurring Risks 
Research conducted to date has pointed to individual level risk factors for homelessness 
among precariously housed women resulting from mental health conditions and emotional 
distress (depression and post-traumatic stress disorder) and physical and sexual violence 
experienced in childhood (childhood trauma), and intimate partner violence. Depression and 
post-traumatic stress disorder (PTSD), have been separately identified for their positive 
association with the loss of housing among women (Burt, Aron & Lee 2001; Weinreb, Buckner, 
Williams & Nicholson 2006; El-Bassel, Gilbert, Vinocur, Chang & Wu 2011; Vera Institute, 
2005; Culhane 2007; Levitt, Mitchell, Pareti, DeGenova, et al. 2013; Weinreb, Buckner, 
Williams, & Nicholson, 2006, Stainbrook & Hornik 2006; Kushel et. al. 2003; Hattery 2008; 
Pavao et al. 2007). Literature also points to separate significant associations between 
homelessness among women and both childhood trauma and intimate partner violence (IPV) 
(Shinn et al., 1998; Bassuk, Perloff & Dawson 2001; Jasinski, Wesely, Mustaine & Wright 
2005).  
Since multiple risk factors including depression, PTSD, childhood trauma, and partner 




these variables may combine to promote one or more homeless episode is essential (Browne 
1993, Stein, Leslie & Nyamathi 2002; Rayburn; Wenzel, Elliott, Hambarsoomians, et al. 2005, 
Padgett, Gulcur & Tsemberis, 2006; Hawkins & Abrams 2007). Of particular interest are the 
ways in which these comorbid risk factors may reinforce each other dynamically and amplify 
both the likelihood and the dosage (or reoccurrence) of homeless outcomes. Research that draws 
upon longitudinal data are particularly important in that they can provide additional insight 
regarding the predictive nature of risk factors over time. And yet, as noted above, longitudinal 
studies that explore dynamic risk in promoting initial and episodic homelessness among women 
are rare. A better understanding of how these factors produce future homelessness can help in the 
creation of homelessness prevention policy and in improving the well-being of this vulnerable 
population. 
Cumulative and Additive Effects 
A growing body of literature points to a cumulative or additive effect among risk factors 
in increasing the likelihood of homeless outcomes. Among a sample of 1918 homeless and 
unstably housed mothers, participants who were depressed, experienced intimate partner 
violence, were single at baseline, had physical health issues, and used illicit substances had a 
56% chance of losing their homes and a 41% chance of being precariously housed (DeLeone 
2013). Moreover, in their longitudinal case-control study exploring cumulative homelessness risk 
among 121 housed (never homeless) and homeless women residing in Sacramento, California 
and Lehigh, Pennsylvania, researchers found that homeless women had more concurrent risks for 
homelessness than low-income never-homeless women (Lehmann, Kass, Drake & Nichols 
2007). In addition, the risk of homelessness increased substantially with an increase in the 




In recent years, scholars have successfully applied synergism-based frameworks to 
deepen our understanding of the ways in which homelessness risk accumulates among women 
(Zelenev, Marcus, Kopelev, Cruzado-Quinones et al. 2013; Mizuno, Purcell, Knowlton, 
Wilkinson, Gourevitch, & Knight 2014; Blashill, Bedoya, Mayer, O’Cleirigh et al. 2014). 
Syndemics (Singer 1994, 1996, 2003, 2009) builds upon prior cumulative and additive models in 
that it suggests that risks operate both additively and synergistically. Specifically, Syndemics 
posits that each risk variable magnifies the other and in turn increases both the odds and the 
dosage of negative health outcomes. Traditionally defined, a syndemic is the combination of two 
or more “diseases” in a population that interacts in the lives of indigent individuals to produce 
negative health outcomes.  
Emerging syndemics-focused research has broadened the definition of the factors that 
promote adverse outcomes to include non-health conditions such as homelessness, trauma and 
violence (Zelenev, Marcus, Kopelev, Cruzado-Quinones et al. 2013; Mizuno, Purcell, Knowlton, 
Wilkinson, Gourevitch, & Knight 2014; Blashill, Bedoya, Mayer, O’Cleirigh et al. 2014). Others 
have also begun to apply their understanding of syndemic outcomes to conditions that are non-
disease in nature (Leurer, Abonyi, & Smadu 2013). To date however, Syndemics has not been 
used as a framework lens through which to examine factors that lead to homelessness. In light of 
prior research that points to a cumulative relationship between depression, PTSD, trauma and 
intimate partner violence and homeless outcomes, applying a syndemic perspective will advance 
our understanding of the potential synergistic relationship between these specific variables and 
the loss of housing among women. Specifically, this research posits that depression, PTSD, 
childhood trauma and intimate partner violence operates both additively and synergistically in 




report experiencing, the greater the risk for not only the loss of housing, but amplified homeless 
outcomes (i.e. recurrent homelessness).  
Due to the disproportionate presence of co-occurring health, psychosocial and social 
epidemics among vulnerable groups, Syndemics researchers also posit that variables both 
produce and are shaped by various negative social conditions that increase adverse outcomes. 
Further, social and economic disparities serve to exacerbate negative outcomes and under these 
conditions, syndemic epidemics are themselves self-reinforcing.  The incidence of social and 
economic disenfranchisement and the high co-occurrence of mental health, psychosocial 
conditions, trauma and violence among underprivileged women suggest that the major tenets of 
Syndemics are appropriate for the study of initial and repeat homeless outcomes among low-
income women. The variables selected to be included in this research study alongside the key 
variables of interest, correlate highly with experiences of marginalization, instability violence 
and the loss of housing among women. Specifically, women with histories of homelessness are 
more likely to be women of color (National Coalition for the Homeless, July 2009), poor (Burt & 
Cohen 1989), have prior arrest histories (National Health Care for the Homeless Council 2013), 
report low levels of social support (Schaffer, Mather & Gustafson 2000; Anderson & Rayens 
2004; Meadows-Oliver 2005), and have a history of foster care placement (National Alliance to 
End Homelessness, 1995). In addition, the loss of housing among women is significantly 
correlated with indirect histories of personal and familial instability including alcohol 
dependency (Wenzel et al., 2009), substance abuse (Wenzel et al., 2009, SAMHSA 2011), 
parental substance use (Stein, Leslie & Nyamathi 2002, ICF International 2009), and both partner 
substance use and alcohol dependency (Levinson 2004, Tucker, Wenzel, Golinelli, Zhou & 




personal and familial instability as correlates of our homelessness syndemic variables of 
depression, PTSD, trauma and intimate partner violence.  
DISSERTATION AIMS 
This study utilizes a syndemic framework to examine the degree of co-occurrence 
between PTSD, depression, trauma, and levels of intimate partner violence and homelessness 
among women utilizing an emergency department New York City. The data for this analysis was 
collected between 2002 and 2003 at St. Barnabas Hospital in the Bronx. Since homeless 
individuals are three times as likely to use emergency departments (ED) than individuals who are 
stably housed (Kushel, Vittinghoff & Hass 2001; Sadowski et al., 2009; Larimer et al., 2009; 
Amore et al., 2008; Dent et al., 2003; Han & Wells 2003; Han, Wells & Taylor 2003; Kushel et 
al., 2002; Kushel et al., 2001; Mandelberg et al., 2000), the setting for this study emphasizes the 
fact that ED are ideal settings for homeless interventions.  
A total of 799 women were approached by the research team. Questions eliciting various 
self-reported histories, including homelessness, depression, PTSD, trauma and IPV were 
collected in three waves (at baseline, 6-months after baseline, and at the 12-month mark). 241 
women completed the baseline screening and followed up at six and 12 months.110 women (or 
45%) reported a history of homelessness at baseline.  
This secondary data analysis utilizes both cross-sectional and longitudinal panel data to 
examine syndemic risk among all study participants, with a particular emphasis on 1) those who 
entered the study indicating that they had never experienced an episode of homelessness); and 2) 
women who entered the study with prior histories of homelessness. Given the established 
relationships between PTSD, depression, childhood trauma, intimate partner violence and 




these variables function as a syndemic among marginalized women, and are associated with both 
initial and recurrent homelessness. Specifically, the greater number of syndemic risk factors 
women report at baseline, the greater the odds of both and initial and recurrent episode of 
homelessness when compared to their counterparts who do not possess similar risks.  
Research Aims 
In light of the above, the specific aims of this study are as follows: 
 Aim #1: Using cross-sectional data, this aim will estimate the degree of co-occurrence 
between mental health and emotional distress (PTSD or depression); childhood trauma, IPV, 
and homelessness while controlling for personal demographic characteristics (age, education, 
marital status and children), social and economic marginalization (race/ethnicity, income, 
employment status, prior arrest history, foster care history, and social support), and personal, 
family and relationship instability (substance use, alcohol dependency, parental substance 
use, partner substance use, partner alcohol use and parental violence). 
 Aim #2: Using longitudinal data, estimate the syndemic risk relationship between a 
combination of risk variables (e.g. PTSD + IPV, depression + IPV, PTSD + Childhood 
Trauma, and Depression + Childhood Trauma) and homelessness, while controlling for 
personal demographic characteristics, social and economic marginalization, and personal, 
family and relationship instability. 
Research Gaps 
 This study fills a critical gap in literature by deepening our understanding of syndemic 
risks that influences both first-time and repeat homelessness among impoverished urban women 
with mental health issues who have experienced trauma and intimate partner violence. And, as 




tailor ED-based interventions for women at risk of becoming homeless for the first time, and 
returning to homelessness.  
LITERATURE 
Although not enough is known about the predictive relationship between depression, 
PTSD, childhood trauma, intimate partner violence and homelessness, a body of research and 
studies exists that provides valuable insight regarding both the prevalence and degree of co-
occurrence between these variables.   
Homelessness and Women (Initial and Repeat Homelessness) 
The statistics associated with both first-time homelessness and homeless returns among 
women living in the United States are stark and researchers remain unclear regarding how best to 
prevent sharp inclines. 864,500 single women nationally are projected to experience 
homelessness on a yearly basis; an additional 805,000 individuals in predominantly female-
headed families sleep in shelters each year (Rog, Scott & Patton 2007). Although there is a 
general lack of statistics regarding recidivism rates among the homeless as a whole, and among 
homeless women in particular, available reports offer some useful insights into escalating rates 
of return. Prior to fiscal year (FY) 2005, approximately 20% of homeless individuals in New 
York City returned to shelters. By FY 2011, recidivism rates among homeless families increased 
by an unprecedented 179%, resulting in an annual recidivism rate of 56%, with a projected 
additional 6% increase by fiscal year 2014 (Institute for Children, Poverty & Homelessness 
2014). In New York City alone, approximately 50-60% of homeless women in families re-enter 





Studies have attributed high rates of return among homeless women to structural-level 
risk factors such as a lack of low income housing, a lack of access to rental subsidies, less 
employment opportunities, and decreased availability and amount of welfare benefits (Shinn, 
Knickman, & Weitzman 1991; Calsyn & Roades 1994; Wong, Culhane & Kuhn 1997; Shinn, 
Weitzmann, Stojanovic, Knickman, Jimenez, Duchon & Krantz 1998; Metraux & Culhane 1999; 
Shinn, Baumohl & Hopper 2001; Burt et al., 2001; Williams 2003; Culhane 2007). That there is 
a significant correlation between structural barriers and homelessness is undisputed. Little 
however is being done to ameliorate this challenge. In fact, there has been a significant and 
ongoing decrease in low income housing units and financial systems of support in the past thirty 
years. The annual budget for the Department Housing and Urban Development decreased by 
approximately 52 million between 1976 and 2006 resulting in a 3 million dollar deficit in 
affordable housing units to meet the current national need (National Low Income Housing 
Coalition 2006). Without a housing subsidy, a family has to make approximately twice the 
minimum wage to afford housing at the national fair market rent; with an hourly rate that is 
much higher in more expensive rental markets (Pelletiere, Wardrip, & Crowley 2006). It is also 
estimated that only one in nine of the 15.8 million households that are eligible to receive tenant 
based housing subsidies actually receive them (Rice & Sard 2007).  
While there is little debate regarding the role of structural issues in contributing to high 
rates of first-time and repeat homelessness, it is now firmly believed that addressing systemic 
issues alone, will not eradicate this phenomenon (Bassuk, Perloff & Dawson 2001; The Vera 
Institute 2005; Culhane 2007; Thomas 2011; O’Toole, Pape, & Kane 2013; Institute for 
Children, Poverty & Homelessness 2014). In fact, during periods in which housing subsidies 




all previously homeless individuals per annum returned to the shelter system within two years of 
placement, (Institute for Children, Poverty & Homelessness 2014). Moreover, close to 33% re-
entered shelters within 10 years (Vera Institute, 2005). In light of these facts, policy makers have 
emphasized the need for additional research that both identifies individual-level risk factors and 
aids in the creation of evidenced based, outcome-driven homelessness prevention initiatives 
(O’Toole, Pape, & Kane 2013).  
Many researchers have studied women who are homeless after they have entered the 
shelter system. However, because of the ongoing and significant increase in homelessness among 
women, the U.S. Department of Health and Human Services (DHHS) underscores the 
importance of studying risk factors among those on the verge of becoming homeless (U.S. 
Department of Health and Human Services, 2007). DHHS also emphasizes the need to identify 
“primary” prevention strategies that aim to avert homelessness altogether. In addition, although 
the vast majority of homeless women and female headed families do not require ongoing case 
management support after they exit shelters, and do not return for an additional stay, researchers 
have emphasized the importance of identifying the subset that are most likely to return to 
determine the most effective ways to intervene (Wong et al. 1997, Kuhn & Culhane 1998, 
Stojanovic, Weitzman Shinn et al. 1999, Bassuk et al. 2001).  
Homelessness, PTSD, and Depression  
Homelessness is associated with disproportionately high rates of PTSD and depression in 
women (North & Smith 1993; Robertson & Winkleby 1996; Bassuk et al. 1998; Munoz et al. 
1999).  Approximately 1/3 of America’s homeless have one or more forms of mental illness 
(National Health Care for the Homeless Council 2008) and the rate of mental illness is higher 




PTSD is an anxiety disorder that can occur after an individual is exposed to traumatic 
events (National Institute of Mental Health, 2010). While the actual causes are unknown, PTSD 
is correlated with previous traumas which can include childhood abuse, assaults, rape, and the 
treat of injury or death, all of which are disproportionately represented among women reporting 
histories of homelessness (Browne 1993, Bassuk, Dawson, Perloff & Weinreb, 2001). Among 
individuals experiencing homelessness, PTSD is also believed to be associated with trauma 
experienced while being homeless and with homelessness itself (National Alliance to End 
Homelessness, 2012) 
Longitudinal studies examining overall mental and physical health functioning among 
homeless mothers in 1993 and in 2003, found rates of PTSD at rates as high as 42.2% (as 
compared with 12% among the overall population) and depression levels exceeding 50% among 
study participants residing in Worchester Massachusetts (Weinreb, Buckner, Williams, & 
Nicholson 2006). Importantly, Weinreb and her colleagues also found significantly higher levels 
of “current” levels of PTSD and major depressive disorders when comparing participants in the 
1993 and 2003 studies. Specifically, diagnosed rates of PTSD increased from 17.5% to 42.2% 
and depression levels increased to 52.4% (from a level of 9.6% in the 1993 study).  
The disproportionate levels of PTSD found in the Worchester study is consistent with 
findings by Burt and her colleagues (Burt, Aron & Lee 2001). Burt and her research team found 
that approximately 54% of homeless mothers and 65% of single homeless women have had a 
mental health history. Also consistent with the Worchester study, a 2009 paper reporting findings 
from a study that draws upon the same dataset as this study reported a 29% rate of PTSD among 
all study participants (El-Bassel, Gilbert, Vinocur, Chang & Wu 2011). Given the findings 




specifically, it seems highly probable that the as yet unexamined rates among the homeless 
participants of this study may be significantly higher. Despite the above important findings, not 
enough is known about the relationship between PTSD, depression and homelessness among 
women, particularly in terms of a possible predictive relationship between these variables and 
homeless outcomes.  
In light of the above, it is expected that the housed women in this study with higher levels 
of PTSD and depression will have greater odds of becoming homeless. It is also expected that 
women with homeless histories who have PTSD and depression will have greater odds of 
experiencing repeat homelessness.  
Homelessness, Childhood Trauma and Intimate Partner Violence  
Women who are homeless report experiencing high levels of trauma, beginning in their 
childhood and continuing through adulthood. For the purposes of this study, childhood trauma 
and intimate partner violence are viewed along the same trauma continuum given the strong 
association between the two among women who experience homelessness. Formerly homeless 
women are far more likely to report a history of childhood physical and sexual trauma than 
women who have never experienced homelessness (Goodman 1991; Shinn, Knickman, & 
Weitzman 1991; North, Smith, and Spitznagel 1994; Koegel, Melamid & Burnam 1995; 
Herman, Susser, Struening & Link 1997). In a benchmark study examining rates of childhood 
physical abuse, sexual abuse, or both among 436 low income women, 220 of whom were 
homeless mothers, 88% of the homeless participants reported experiencing violent abuse at least 
once in their lifetime as compared with 79% of those who were housed and never homeless  
(Bassuk et al. 1998). Homeless women who were abused as children are also more likely to 




In a study examining sexual victimization among 202 homeless women living in 
California, Hudson and her colleagues suggested that childhood abuse establishes a platform for 
poor mental health and social isolation among homeless women which in turn may contribute to 
future abuse. In addition, the study also identified a positive association between childhood 
abuse and violence experienced during adulthood among participants. Specifically, study 
participants who experienced childhood abuse were four times as likely to report physical and 
sexual victimization as adults (Hudson, Wright, Bhattacharya, Sinha, et al. 2010). 
According to the National Institute of Justice, approximately 1.3 million women are 
physically assaulted by an intimate partner each year in the United States. 500,000 women are 
stalked on an annual basis by an intimate partner and 200,000 are raped (Tjaden & Thoennes 
2000a). When lifetime prevalence of violence that women experience at the hands of an intimate 
partner is considered, these numbers increase exponentially. Close to 22.2 million women report 
that they have been physically assaulted at least once in their lives, 7.7 million report that they 
have been raped, and 4.8 million indicate that they have been stalked by an intimate partner 
(Tjaden & Thoennes 2000a). 
Research also points to a strong and significant relationship between homelessness and 
intimate partner violence experienced by women. Sheltered women have reported experiencing 
2.5 times more physical violence than their housed peers (Wenzel et al. 2006; Network to End 
Domestic Violence 2007). In a 2006 study comparing homeless women residing in standard 
shelters (n=252) and those staying in shelters for victims of domestic violence (n = 158), 73% of 
women in standard shelters reported experiencing IPV during their lifetimes and 21% reported 
experiencing violence at the hands of an intimate partner within three months of shelter arrival 




and her colleagues found that 32.3% of the homeless women surveyed had been sexually or 
physically assaulted in the preceding year (Kushel, Evans, Perry, Robertson & Moss 2003). 
Although the exact relationship between various forms of intimate partner violence and 
future homelessness in women remains poorly understood, available research and statistics has 
pointed to a positive association between these two variables (Hattery 2008). Fifty percent of the 
cities surveyed by the US Conference of Mayors in 2005 identified domestic violence as a 
primary cause of homelessness. In their 2001 study of welfare recipients in an urban Michigan 
county (n=753), Tolman and Rosen (2001) proposed that intimate partner violence may 
contribute significantly to repeat episodes of homelessness due to multiple factors: by 
compromising the receipt of a housing voucher; making it difficult for survivors to build and 
maintain supportive relationships; and by negatively impacting job security. In addition, a 2003 
cross-sectional study examining the relationship between recent intimate partner violence and 
housing instability among a representative sample of California women determined that women 
who experienced IPV in the year preceding the study were approximately four times as likely to 
experience housing instability subsequently or a bout of homelessness than women who did not 
(Pavao et al. 2007).  
The relationship between sexual and physical trauma in childhood, IPV, and repeated 
episodes of homelessness is far less well understood. Though few longitudinal studies have been 
conducted examining whether or not a predictive relationship exist between these variables, it 
seems possible that given the separate strong associations between childhood trauma and 
homelessness, and IPV and homelessness, trauma and IPV together may more significantly 
influence homeless returns, alongside PTSD and depression. Importantly, Bassuk and her 




bout of homelessness. Multiply homeless families reported higher rates of both childhood sexual 
abuse and intimate partner violence than their counterparts.   
Although these relationships are on the whole as yet unexplored, it is expected that the 
housed (never homeless) women in this study who have experienced trauma and intimate partner 
violence will have a greater odd of becoming homeless and of experiencing a subsequent bout of 
homelessness.  
CONCEPTUAL FRAMEWORK 
As indicated above, research suggests that exposure to multiple risks increases the 
likelihood of future homelessness in the lives of indigent women than singular risk factor 
exposures. It is also probable that the higher the number of risk factors, the greater the risk of 
homeless returns, but this specific research questions remain as yet unexplored.  As a result, the 
successful identification of variables that together are likely to result in one or more episode of 
homelessness among women will aid in developing intervention and prevention strategies that 
are more effective than the ones heretofore utilized. This study will draw upon Syndemics as a 
conceptual framework (Singer 1994, 1996, 2003, 2009) in an initial attempt to problematize the 
probable “build-up” relationship that exists between depression, PTSD, childhood trauma and 
IPV and episodes of homelessness among indigent women.  
Since Syndemics has yet to be used explore homelessness as an outcome, this study will 
serve as an initial attempt to explore the additive relationship between mental health and 
emotional distress (PTSD and depression); trauma and violence experienced in childhood, 
intimate partner violence, and homelessness as an outcome. Specifically, it aims to offer an 
explanation for the theorized more harmful effect of multiple risk factor exposure, when 




PTSD, childhood trauma, intimate partner violence, and future homelessness among women. As 
this is an initial foray into the possible syndemic-type relationship that exists between these 
variables, this study seeks to establish an initial foundation on which to build future studies of 
this type. It is the hope that future explorations will delve into a predictive synergistic 
relationship between depression, PTSD, childhood trauma, intimate partner violence and future 
homelessness, and thus will embrace a more theoretical application of Syndemics. 
First introduced by Merrill Singer in the 1990’s (1994), Syndemics has been used 
extensively to explain synergistic disease co-occurrence experienced by marginalized groups and 
subsequent deleterious health outcomes. From an examination of negative childhood outcomes 
resulting from problematic parenting (Leuer 2013), to explanations of HIV/AIDS disease 
formation and spread among Puerto Rican women (Singey 1996) and men who have sex with 
men (Cui et al. 2011, Egan et al. 2011, Halkitis et al. 2012, Dyer et al. 2012, Guadamuz et al. 
2013, Guadamuz et al. 2014), to the co-occurrence between syphilis, Hepatitis C Virus infection, 
and the use of methamphetamines in China (Liao, Kang, Tao, Cox, et al. 2014), Syndemics has 
far-reaching application. The main tenets of Syndemics are: 1) synergism among disease and/or 
non-disease risk factors (that is to say that each risk factor impacts the other); 2) amplified 
disease or non-disease outcomes resultant from said synergism; 3) marginalized populations; and 
4) “social conditions of marginalization, poverty, and living in stressful and often traumatic 
social” environments that serve to magnify adverse outcomes (Singer 2014, page 32). Each of 
these tenets must be satisfied for a syndemic to exist, thus distinguishing Syndemics from mere 
additive or cumulative models of risk. By giving full consideration to social and economic 
conditions that magnify negative outcomes, along with stressful and often traumatic social 




experienced by disenfranchised groups. While depression, PTSD, childhood trauma and IPV are 
separately associated with homelessness, an examination of a probable syndemic-like synergistic 
effect among these variables suggests that when combined, an increase in the presence of one 
will result in an increase in the other. In addition, the presence of multiple variables will intensify 
the effect of one, multiple, or all.  
Although PTSD results from a history of exposure to one or more traumatic events that 
meets specific criteria resulting from symptom clustering (American Psychiatric Association, 
DSM-V, 2013), research consistently points to a strong association between PTSD and 
depression. Individuals with reported histories of depression have been diagnosed with rates of 
PTSD between 37% and 68% (Keane & Kaloupek 1997, Breslau et al., 1997, Campbell, Felker, 
Liu, Yano et al., 2007). In a 2007 study measuring the prevalence of PTSD among a group of 
randomly sampled depressed military veteran primary care patients (n=677), 36% of participants 
who were depressed also screened positive for post-traumatic stress disorder (Campbell, Felker, 
Liu, Yano et al., 2007). In addition, participants who were both depressed and had PTSD 
reported higher levels of depression than participants who were diagnosed with depression alone. 
In a stratified random sample of women (n=801) examining the risk for an initial onset of major 
depression and other disorders associated with prior post-traumatic stress disorder, PTSD was 
associated with increased risks for the first-onset of major depression. Pre-existing major 
depression also increased the likelihood of experiencing a post-traumatic stress response to a 
traumatic event (Breslau et al., 1997). And was noted earlier, researchers found disproportionate 
levels of both PTSD and depression among women who are homeless, with rates of PTSD as 
high as 42.2% (as compared with 12% among the overall population) and depression levels 




Early experiences of trauma and intimate partner violence have also been found to be co-
morbid. Traumatic events and occurrences experienced in childhood (i.e. physical and sexual 
abuse, parental substance use, witnessing violent encounters between parents and care givers), 
are significantly associated with violent encounters in adulthood (e.g. intimate partner violence). 
Among a sample of 8269 women participating in the Adverse Childhood Experiences Study, 
women who experienced or witnessed one of three forms of violence and traumatic experiences 
in their childhood (physical abuse, sexual abuse, or growing up with a battered mother) were 
twice as likely to be victims of intimate partner violence (Whitfield, Anda, Dube & Felitti 
2003).The researchers also identified a dosage effect. For women who experienced all three 
forms of violent experiences in their childhood, the risk of victimization rose to 3.5. Desai, 
Thompson and Basile (2002) found similar findings among women participating in the National 
Violence Against Women Survey (n=16000; 8,000 women and 8,000 men). Women who 
experienced childhood sexual assault were twice as likely to experience physical violence from 
an intimate partner than those who had not. 
Childhood trauma is also associated with the adult onset of depression among women. 
The risk of major depression among women is twice as great as among men and researchers 
attribute this significant difference to the relatively greater proportion of childhood experiences 
of trauma experienced by women. Wise and her colleagues (2001) found that risk of major 
depression was significantly higher among a population-based sample female study participants 
aged 36–45 years (n=732) who reported experiences of childhood trauma than those who did not. 
According to the researchers, there was a direct linear dosage relationship between the severity 




Researchers have also identified synergistic intersections between depression, post-
traumatic stress disorder, childhood trauma, intimate partner violence and/or homelessness 
among women (North & Smith 1992, Rodriguez, Heilemann, Fielder, Ang, Nevarez & 
Mangione 2008). In a sample of 900 homeless men and women (600 men; 300 women) who 
were systematically interviewed using the Diagnostic Interview Schedule, over 50% of female 
participants reported PTSD symptoms (North & Smith 1992). The researchers found that 
childhood trauma (childhood abuse and familial instability) predicted future traumatic events and 
PTSD. And importantly, the onset of PTSD preceded an initial bout of homelessness for seventy-
five percent of both male and female participants. Rodriguez and colleagues interviewed 210 
pregnant Latinas attending prenatal clinics and found a significant association between exposure 
to intimate partner violence and resultant levels of depression (41% vs 18.6%; P<.001), when 
compared to individuals who did not experience IPV. The same holds true in terms of exposure 
to intimate partner violence and PTSD levels. Women who were exposed to IPV were 
significantly more likely to develop PTSD (16% vs 7.6%; P <.001). Further, the researchers 
found that intimate partner violence was also associated with a subsequent onset of depression 
(OR, 2.43; 95% CI, 1.16-5.11).  
Model 
In light of the above associations, the relationship between PTSD, depression, trauma and 






Utilizing Syndemics as a conceptual framework, this study asserts that the greater the number of 
risk factors, the greater the odds of both initial and repeat homelessness. 
RESEARCH DESIGN AND METHODS 
Design, sampling and participants 
The research for this study is a secondary data analysis of an existing study. Participants 
for the parent study were recruited from the emergency department of St. Barnabas Hospital, 
located in the South Bronx section of New York City. Participants were considered eligible for 
this study if they were female, 18 years or older and admitted to the emergency department 
during designated recruitment time slots. Individuals were deemed ineligible if they were 
admitted to the emergency department for psychiatric emergencies or were evaluated as having a 
severe cognitive or psychological impairment. The recruitment period lasted for 21-months, 
between August 2001 and April 2003. Enrollment was designed to accommodate severe or 
moderate triage medical procedures which required hospitalization. In these instances, interviews 




participants’ visit to the emergency department (El-Bassel et al. 2003; El-Bassel et al. 2007; El-
Bassel et al. 2011, Gilbert et al. 2012, Gilbert et al. 2013). 
Bilingual female research assistants (fluent in both Spanish and English) engaged female 
patients admitted to the emergency department during recruitment time periods before or 
immediately after medical care was administered. Study personnel, trained for 24-hours in 
recruitment and interviewing skills, described the study to all potential participants and obtained 
informed consent from all interested participants. Upon obtaining informed consent, study 
research personnel administered survey instruments in designated private interview rooms in the 
emergency department. Structured study instruments took an average of 90-minutes to complete 
and elicited various self-reported histories and personal-demographic characteristics, including 
information on homelessness, depression, PTSD, trauma, IPV and various covariates. Data was 
collected in three waves (at baseline, 6-months after baseline, and at the 12-month mark). 
Research personnel worked closely with hospital medical providers to ensure that interviews did 
not interfere with the timely provision of medical care (El-Bassel et al. 2008, Gilbert 2012, 
2013). 
Recruitment was conducted in the emergency department during randomly selected 6 
hour time slots. The likelihood of specific time slots being selected was adjusted according to 
emergency department census data in the year preceding study recruitment to match the 
proportion of patients seen in the emergency department. A total of 215 time slots were 
identified, 29% of which occurred on a weekend. In addition, 9% occurred during overnight 
hours (21:00–03:00 and 03:00–09:00), 55% occurred during week day mornings/afternoons 
(09:00– 15:00), and 36% occurred during late day/evening hours (15:00–21:00) (El-Bassel et al. 




From emergency department treatment records during the abovementioned study time 
slots and recruitment in which the parent study was conducted, 6,422 female patients were 
admitted to St. Barnabas’ emergency department. Participants were not approached if they were 
admitted to the emergency department because of a psychiatric emergency or were evaluated as 
having a severe psychological impairment to ensure that participation in the study did not 
compromise vital clinical care. Research assistants successfully engaged 1,251 patients, 799 of 
whom agreed to be screened. Upon being screened, potential participants were provided with 
information on mental health supports and various other treatment services in the local 
community (i.e. intimate partner violence, substance use, alcohol treatment, etc…). 396 women 
met the inclusion criteria for the study and 241 (or 61%) agreed to participate and subsequently 
completed the baseline questionnaire within 10-days of being screened (El-Bassel et al., 2008; 
Gilbert 2012, 2013). 193 of 241 (or 80%) of the women who completed the baseline interview 
completed the 6-month follow up interview and 185 of 241 (or 77%) completed the 12-month 
follow up interview. 
Upon successful enrollment, participants received $5 (USD) in compensation for 
participating in the screening, $30 for completing the baseline interview. Participants were 
provided with an additional $35 and $40 respectively for completing the 6- and 12- follow up 
interviews. Study protocols were approved by the institutional review boards of the research 
institution and the study site (El-Bassel et al. 2008; Gilbert 2012, 2013). 
Measurement 
Self-reported data gathered at baseline, and at the 6- and 12-month marks was used in this study. 
The specific variables of interest used are as follows: 




 Depression: Depression was assessed using the depression subscale (e.g., "Feeling no 
interest in things") of the Brief Symptom Inventory (BSI). The BSI is a 53-item self-report 
symptom inventory designed to reflect current psychological symptom patterns. Each item of 
the BSI is rated on a five-point scale of distress (0-4), ranging from “not at all” (0) at one 
pole to “extremely” (4) at the other. Internal consistency estimates for this sub-scaleis.85 
(depression) (Derogatis & Melisaratos 1983).  
The BSI depression subscale consists of six items that rate the degree to which individuals 
experience depressed mood, loss of interest, vulnerability to criticism, loneliness, 
worthlessness, hopelessness, and thoughts of suicide. The score for the depression subscale is 
the average rating of the six items, with higher scores indicating greater depressive 
symptoms. Mean scores in a healthy sample, outpatient psychiatric patients, and inpatient 
psychiatric patients for the depression subscale were 0.28, 1.80, and 1.77, respectively 
(Derogatis & Melisaratos 1983). 
 Post-Traumatic Stress Disorder: Post traumatic stress experienced in the past month was 
assessed using the PCL-C (Weathers, Litz, Herman, Huska, & Keane 1983), a standardized 
self-report rating scale comprised of 17 items that correspond to the key symptoms of PTSD. 
Respondents were asked how often they experienced common stress symptoms as a result of 
one or more traumatic events experienced in the past five years on a four-point scale (0-3) 
with responses ranging from “not at all or only one time” to “5 or more times a week/almost 
always”. The PCL-C has been found to have high internal consistency with a Cronbachs 





 Childhood sexual abuse: Sexual abuse experienced prior to the age of 13 was assessed using 
the Childhood Trauma Questionnaire-Short Form (CTQ-SF) by asking whether or not study 
participants had been forced into “unwanted or uninvited” sexual activity with a male five or 
more years her senior (El-Bassel et al. 2008). The CTQ-SF is a 28-item self-report measure 
which inquirers about five types of maltreatment: 1) emotional abuse, 2) physical abuse, 3) 
sexual abuse, 4) emotional neglect, and 5) physical neglect. It also includes three items that 
screens for false negative trauma reports. Scoring results in the classification of the level of 
maltreatment (None, Low, Moderate, Severe) for each of the five domains or can be 
converted to percentiles. Internal consistency has been found to be satisfactory or high, with 
a total scale achieving a Cronbach’s alpha of .95. Construct validity have been judged to be 
robust (Fink & Bernstien 1995; Bernstein & Fink 1998). In a study utilizing the CTQ-SF 
with homeless youth, results support the viability of the CTQ-SF for screening maltreatment 
in a highly vulnerable street population (Forde, Baron, Scher & Stein 2012). In addition, 
internal reliability coefficients for the five clinical scales range from .65 to .95.  
 Intimate partner violence: IPV was assessed using three subscales from the Revised Conflict 
Tactics Scale (CTS2) (physical, sexual, and injury-related) (Strauss 1996). The CTS2 also 
classifies behaviors in terms of frequency using a 7-point Likert scale. Examples of items 
from each of the three subscales are: minor (e.g., “Has a partner ever twisted your arm or 
hair?”) and severe physical IPV (e.g., “Has a partner ever choked you?”); minor (e.g., “Have 
you ever had a sprain, bruise, or small cut because of a fight with your partner?”) and severe 
injurious IPV (e.g., “Have you ever passed out from being hit on the head by your partner in 
a fight?”); and minor (e.g., “Has a partner ever insisted on having vaginal, anal or oral sex 




used threat of force [like hitting, holding down, or using a weapon] to make you have 
vaginal, oral or anal sex?”). Participants were asked about IPV in the past 6 months.  
Internal consistency reliability of the subscales ranges from .79 to .95. and construct validity 
of the original Conflict Tactics Scale (CTS) has been demonstrated in a number of studies, 
including studies on homelessness (Toro & Haber 2009, Straus 1990c). Authors suggest that 
because the CTS and the CTS2 are fundamentally the same conceptually and 
methodologically, evidence supporting the validity of the CTS also applies to the CTS2 
(Straus 1996). Concurrent validity has been examined in a prior study by comparing reports 
obtained separately from husbands and wives. Husband-wife correlations are reported to 
range from .19 to .80, with a mean of approximately .40 (Straus, 1979). Correlations were 
highest for Physical Aggression. While interobserver reliability has been found to be low (i.e. 
the likelihood that a husband and wife of each measured dyad responded similarly), it is 
expected that concordance between couples reporting physical, sexual, and injury-related 
abuse and aggression would be wholly or partially divergent.  
And the outcome variable is homelessness: 
 Homelessness: Participants were asked about their lifetime and recent experience 
homelessness with the following questions, 1) ‘Have you ever been homeless?’; 2) “In 
the past 6 months, have you ever been homeless?”; 3) “In the past 6 months, that would 
be from _________ to today, where did you live or sleep at most of the time? By “most 
of the time,” we mean at least three months.” and 4) “In the past 6 months, have you 
stayed at least one night in a/an……?”  
For baseline analyses, participants were asked all four questions. Participants were 




question, participants were categorized as homeless if they responded that they spent the 
bulk of the time in the past 90 days residing in a “shelter or welfare residence” or in an 
“abandoned buildings, streets, parks, subways, bus or train station”. For the fourth 
question, participants were categorized as homeless if they responded that they spent time 
in a “homeless shelter”. Participants were coded as homeless if they responded in the 
affirmative to any one of the above. 
For the longitudinal analyses, participants were asked questions 2 through 4. 
The following covariates were also included in this research study.  
 Personal demographic characteristics: The following personal-demographic variables will 
be included in the analysis:  
o Age (e.g. What is your date of birth?) 
o Educational level (e.g. How much education have you received?  Response 
categories: No formal schooling, Less than a high school diploma, A high school 
diploma or GED, Some college or a 2-year degree, Four year college degree, 
Post-graduate work) 
o Marital status (e.g. What is your current legal marital status?  (Response 
categories: Single, Never Married, Married, Divorced, Separated, Widowed) 
o Having a dependent child: (e.g. How many children under age 18 do you have? 
By “children you have,” we mean any biological, adopted, step or foster children 
that you consider to be yours.) 
 Variables of personal, family and relationship instability: 
 Illicit drug use: The illicit drug use was assessed using the 10-item Drug 





drug-related problems in the past year. DAST scores range from 0 to 10; 
scores of 5 and higher indicate that the person has drug-related problems. 
The DAST-10 has been found to be psychometrically sound with high 
convergent validity (r=0.76) when correlated with the Drug Use Disorders 
Identification Test, with a Cronbach’s alpha of 0.92. The DAST-10 had 
sensitivity and specificity scores of 0.98 and 0.91, respectively, when using 
the optimal cut-off score of 4. Additionally, the DAST-10 showed good 
discriminant validity as it significantly differentiated patients with drug use 
disorder from alcohol dependents (Evren, Can, Yilmaz, Ovali, Cetingok, 
Karabulut & Mutlu 2013, Skinner 1982). In this analysis, scores were 
dichotomized using the optimal cut-off score. 
 Alcohol misuse:  was assessed using the widely used and extensively 
validated CAGE questionnaire, a widely used screening test consisting of the 
following items: 1) Have you ever felt you needed to cut down on your 
drinking? 2) Have people annoyed you by criticizing your drinking? 3) Have 
you ever felt guilty about drinking? And 4) Have you ever felt you needed a 
drink first thing in the morning (eye-opener) to steady your nerves or to get 
rid of a hangover? Two "yes" responses indicate the possibility of alcohol 
misuse. Previous application of the CAGE has had a specificity of 76% and a 
sensitivity of 93% for the identification of excessive drinking and a 
specificity of 77% and a sensitivity of 91% for the identification of 
alcoholism (Ewing JA, 1984; Kitchens JM, 1994; Bernadt MW; Mumford J; 




 Parental Substance misuse: Parental substance misuse was assessed using 
the Childhood Trauma Questionnaire. This scale has been successfully tested 
with a drug-using population (Bernstein et al., 1993; Bernstein et al., 1994). 
No psychometric properties are available for this subscale. 
 Witness of parental violence: Violence between parents was assessed using a 
yes/no response to a question which asked “Before you were 18 years old, 
did you ever see or witness your mother or female guardian being physically 
hurt or physically threatened by your father, stepfather, a boyfriend, spouse, 
ex-spouse, regular sexual partner, or the father of her children?   By 
“physically hurt” we mean from grabbing or slapping a person all the way to 
beating up, or using a knife or gun on a person.” 
Variables of social and economic marginalization:  
 Race/ethnicity – race/ethnicity was assessed using a single item question (e.g. 
What is your Race / Ethnicity). 
 Income received from other sources – participants were asked to indicate if they 
received income from sources other than paid employment through yes and no 
responses (e.g. Wages or money from your husband or regular partner, Friends, 
family, or casual sexual partners (nonpaying), SSI/Disability, Home Relief or 
Welfare checks, TANF (welfare for people w/ children [was AFDC]), Food 
Stamps, Unemployment/Workers compensation, Saving/selling personal items, 
Panhandling, asking for money, recycling cans, or bottle deposits, Room renter, 




dealing, boosting, stealing, or other illegal activities, etc., and sources not 
specified in the list provided). 
 Employment status – employment status was assessed through a single item 
inquiring if the participant was employed in the past 6 months (e.g. In the past 6 
months, have you been employed?)  
 Prior incarcerated history – prior incarceration history was assessed using a 
single item question inquiring if participants had ever been incarcerated or spent 
time in prison (e.g. Have you ever been incarcerated or in prison?) 
 Foster care history – foster care history was assessed using a single item 
question inquiring if participants were involvement in the foster care system. 
 Perceived social support: Perceived social support was assessed using the 
Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet, Dahlem, 
Zimet & Farley 1988) this variable measures the availability, receipt, adequacy, 
and sources of support received from a participant’ social network (i.e. family, 
friends and a significant other). Specific questions include how often participant 
had someone with whom to talk when they were upset or angry or someone from 
whom they could ask for advice in the past six-months on a seven-point scale (0-
6) with responses ranging from “not once in the past 6 months” to “20+ times in 
the past 6 months”. The MPSS has been successfully utilized with diverse 
populations (Zimet et al., 1988). The MSPSS is easily scored by summing the 
individual items scores for the total and subscale scores and dividing by the 




has good test-retest reliability and excellent internal consistency, with alphas of 
.91 for the total scale and .90 and .95 for the subscales.  
Data Analysis 
The aims of this study are to examine the associations between risk variables and 
homeless outcomes to identify the risk factors for future homelessness, both initial and recurrent. 
This paper will test the following hypotheses. 
 Aim #1:  
o H1: Depression, PTSD, childhood trauma and IPV are individually positively 
associated with ever being homeless  
o H2: Depression, childhood trauma and IPV and PTSD, childhood trauma and IPV are 
positively associated with ever being homelessness, adjusting for personal 
demographic characteristics (age, education, marital status and children), indicators of 
social and economic marginalization (race/ethnicity, income, employment status, 
prior arrest history, foster care history, and social support), and personal and family 
and relationship instability (illicit drug use, substance use alcohol dependency, 
parental substance use, partner substance use, partner alcohol , and witnessing 
parental abuse).  
 Aim #2:  
o H3: Women with higher rates of specific combinations of PTSD, depression, 
childhood trauma and IPV in wave 1 (e.g. PTSD + IPV, depression + IPV, PTSD + 
Childhood Trauma, and Depression + Childhood Trauma), will have higher odds of 
experiencing an initial bout of homelessness in the second and/or third waves than 




o H4: The odds of first-time homelessness increases when risk factors are combined 
(e.g. PTSD + IPV, depression + IPV, PTSD + Childhood Trauma, and Depression + 
Childhood Trauma), controlling for all other variables in the study.  
o H5: Women with higher rates of a combination of risk factors (e.g. PTSD + IPV, 
depression + IPV, PTSD + Childhood Trauma, and Depression + Childhood Trauma), 
in wave 1 will have higher odds of experiencing repeat homelessness in the second 
and/or third waves than those who do not, controlling for all other variables in the 
study.  
o H6: The odds of repeat homelessness increases when risk factors are combined (e.g. 
PTSD + IPV, depression + IPV, PTSD + Childhood Trauma, and Depression + 
Childhood Trauma), controlling for all other variables in the study.  
All statistical analyses were performed using SAS version 9.3 software package. 
Descriptive analyses included frequencies and percentages, measures of central tendency, and 
their standard deviations.  We used descriptive statistics to describe the prevalence of depression, 
post-traumatic stress disorder childhood trauma, intimate partner violence and homelessness. 
We performed bivariate analyses to examine associations between each risk factor 
(depression, post-traumatic stress disorder, childhood trauma and intimate partner violence) and 
homelessness in the past.  We used t-test for the continuous variables (age, social support and 
depression) and Chi-square test for the binary variables (all other variables in the model). 
Fisher’s exact test was used instead of Chi-square tests if one or more expected cell number was 
below 5. Most of the variables in our data are binary, so there is no issue regarding non-normal 





We did not impute missing data at baseline because the rate of missing responses was 
small (2.9%). We did however implement multiple imputation for the longitudinal multivariate 
analyses. We first used Little’s test to determine if the data was missing completely at random 
(MCAR). The p-value for Little’s MCAR test was 0.641 > 0.05 so we could not reject the 
hypothesis that the data was missing completely at random. Specifically, we imputed missing 
values for the covariates and for the major outcome variable (homelessness). 
We also looked at correlations between predictor variables to identify the presence of 
multicollinearity. Only the correlation between depression and PTSD was high (over 0.4). The 
high correlation found between depression and PTSD, confirmed our statistical approach to 
model depression and PTSD separately in the baseline and multivariate models created. All other 
pairs of the key predictors had insignificant correlations (Kumar 1975).  
In addition, we examined the psychometric properties of the following measures with this 
sample: BDI (depression), PTSD and IPV (see table 1 below). 
Table 1: Cronbach alpha of key independent variables: 
Variable Cronbach's alpha (raw) 
Cronbach's alpha 
(standardized) 
BSI-depression 0.87151 0.873904 
PTSD 0.943214 0.943272 
IPV 0.932422 0.935078 
   
We coded post-traumatic stress as (post-traumatic stress experienced in the past month 
=1) versus (no symptoms consistent with post-traumatic stress=0). Depression is coded as 
(depression experienced in the past 6-months=1) versus (no symptoms consistent with 
depression =0.)  Any IPV is coded as (any self-report of physical, injurious and/or sexual IPV 
reported in the previous six months=1) versus (no report of physical, injurious or IPV in the prior 




childhood=1) versus (no reports of physical and/or sexual abuse in childhood =0.)  Odds ratios 
and their 95% confidence intervals are reported. 
Multivariate analyses, at baseline and longitudinally, were conducted to test study 
hypotheses by multivariate logistic regression with homelessness as the dependent variable. Six 
multivariate logistic regression models were used for hypothesis testing. The first model tests H1: 
Depression, PTSD, childhood trauma and IPV are individually positively associated with 
homelessness. The second model tests H2: Depression, PTSD, childhood trauma and IPV are 
positively associated with homelessness, adjusting for personal demographic characteristics (age, 
education, marital status and children), social and economic marginalization (race/ethnicity, 
income, employment status, prior arrest history, foster care history, and social support), and 
personal and family and relationship instability (illicit drug use, substance use alcohol 
dependency, parental substance use, partner substance use, partner alcohol use, and having 
witnessed parental violence). The third model tests H3: Women with higher rates of a 
combination of depression, PTSD, trauma and/or IPV in wave 1 will have higher odds of 
experiencing an initial bout of homelessness in the second and/or third waves than those who do 
not, controlling for all other variables in the study.  The fourth model tests H4: The odds of first-
time homelessness increases with each additional risk factor (depression, PTSD, childhood 
trauma and/or IPV), controlling for all other variables in the study. The fifth model tests H5: 
Women with higher rates of a combination of depression, PTSD, childhood trauma and/or IPV in 
wave 1 will have higher odds of experiencing repeat homelessness in the second or third waves 
than those who do not, controlling for all other variables in the study. The sixth model tests H6: 
The odds of repeat homelessness increases with each increase in the number of risk factors 




Given the possibility of multiple co-occurrences among covariates and risk of 
misspecified models, all covariates hypothesized based on previous research and theory were 
included to test each hypothesis tested through multivariate logistic regression, whether or not 
they are significantly associated with outcomes in the bivariate analyses (H2 - H6). Odds ratios 
(OR) with their 95% confidence intervals are reported. 
In light of the anticipated decrease in power resulting from the introduction of co-
occurring terms in all longitudinal syndemic-related models, we examined dyads of risk 
variables, specifically PTSD + intimate partner violence, depression + intimate partner violence, 
PTSD + childhood abuse, and depression + childhood abuse. In each dyad model, we examined 
each variable directly and their co-occurring term. (Given the low sample size, it was not 
possible to create three-way interaction terms.) In these models, independent variables that were 
modeled “only”, were modeled using 0 for the other variable. We also adjusted for all other 
variables in the study. 
The entire sample (n=241) was used when modeling both aims in order preserve 
maximum power: (Models created for the longitudinal aims using never homeless and ever 
homeless subsamples were invalid model  due to the low number of cases.) 
Power Analysis 
The data analysis plan for this study was guided by logistical regression statistical 
techniques. According to Long (1997), in order to have sufficient power, a minimum sample size 
of 100 is needed for logistic regression, with at least 10 observations per predictor. For 
categorical predictors, Long recommends having more than the minimum of 10 observations for 




Of the four main predictors (depression, PTSD, trauma and intimate partner violence), it 
is anticipated that adequate power will exist when examining or cross-sectional aim (aim #1) to 
determine a significant difference between participants who become homeless (for the first time 
or repeatedly) and those who do not (i.e. the effect size) for depression and initimate partner 
violence only (n=241). See below power chart for aim # 1 (H1-H2) confirming that adequate 
power will be achieved when examining depression and intimate partner violence only with an 
alpha level of p < .05 (Hsieh, Block & Larsen 1998). Based on available literature, several 
assumptions were made when generating this power chart: 1) it is assumed that a minimum of 
10% of study participants may become homeless during their lifetime due to significant life 
occurences not related to depression, PTSD, trauma and intimate partner violence (i.e. the loss of 
employment, sudden and protracted illness, natural disasters, etc..); 2) approximately 40% and 






The lower of the two plot lines (in red) indicates the total sample size needed to achieve 
80% power for the predictor variable depression. The higher plot line (in green) corresponds to 
the predictor variable intimate partner violence. As noted above, to achieve 80% power for 
depression, a total of 75 participants must be in the study. (For intimate partner violence, a 
minimum of 25 must be achieved.) Given the higher threshold required, I have labeled the larger 
of the two N’s that must be achieved with the bolded arrows (in orange). Since this study has 241 
participants, close to 100% power will be achieved when examining associations between 
homelessness and depression and homelessness and IPV, and consequently, we will have more 
than the minimum required amount of power needed to correctly reject the null hypothesis for 




will detect a small difference. Given the 75 and 25 participants needed to detect a statistical 
significance for depression and IPV respectively, as compared to the 241 participants in the 
study, it will be important to consider both the clinical and statistical significance of the findings 
for depression and IPV. 
Based on prior literature, it is also estimated that PTSD and childhood trauma will have 
the smallest effect in predicting homelessness among participants. The impact of these variables 
on first time and repeat homelessness is less studied and as such, this research study will estimate 
the proportion of first time and repeat homelessness among women who have PTSD and those 
who have been traumatized and build confidence intervals for the difference in proportion of 
homelessness. Specifically, I will estimate the proportion of homelessness among PTSD =1 and 
among PTSD=0, as well as among childhood trauma=1 and childhood trauma=0. 
Due to the relative small size of the sample, and in light of the even smaller sample sizes 
of women who became homeless during the follow up time-points, the study will lack adequate 
power when examining our second aim (H3-H6). (I attempted to run power analyses using 
Eugene Demidenko’s software (http://www.dartmouth.edu/~eugened/power-samplesize.php); 
actual power predicted ranged from 14 – 15%. In light of this fact, I will again build 95% 
confidence intervals for the analyses associated with these hypotheses. Despite the lack of 
power, the results of these explorations (in determining heretofore unidentified effect sizes) will 
contribute significantly to the field in this initial exploration of homelessness risks utilizing 
Syndemics as a conceptual framework. Future research with larger sample sizes (and sufficient 





In this section, I include the descriptive findings of my analyses on the homelessness, 
personal demographic, indicators of social and economic marginalization, and the personal, 
family and relationship instability and trauma characteristics of the total sample. In the first 
section, I provide the descriptive findings of the homelessness characteristics of the sample; the 
relationship between homelessness and personal demographic characteristics; homelessness and 
social and economic marginalization characteristics; and homelessness and the personal, family 
and relationship instability and trauma characteristics of the total sample. 
In the second section, I report the findings about the hypotheses from the baseline and the 
longitudinal components of my study. First, I present the bivariate relations on the key predictor 
variables (depression, post-traumatic stress disorder, childhood trauma and intimate partner 
violence). I then provide the findings from the baseline logistic regression model (H1 – H2) and 
from each of the longitudinal hypotheses (H3 – H6). 
Homelessness and Personal Demographic Characteristics of Sample (N=241)  
I. Homelessness:  
As shown in Table 2, a large number of women entered the study with a history of 
homelessness. A total of 110 of the 241 women completed the baseline (45.6%) reported having 
“ever” having been homeless prior to the start of the study.  
Table 2. Homelessness Characteristics (N=241) 
  History of 
Homelessness  
Never homeless  
At baseline 110 / 241 (45.6%) 131 / 241 (54.3%) 
 
As indicated by Chart 1, of the 110 participants who reported a history of homelessness at 
baseline, 22 reported that they were homeless during the one-year follow-up period of the study 




participants who had no histories of homelessness at baseline, 14 became homeless for the first 
time during the study (or 5.81% --- 14 of the total 241 --- of the participants in the entire study). 
 
II. Personal Demographics:  
As illustrated by Table 3, the average age of participants who reported having “ever” 
having experienced homelessness was 32.8.  Women with “ever” histories of homelessness were 
slightly older than those who had never been homeless (33.7 vs 32.0). Approximately 53% of all 
women in the study had a high school degree or higher education. Women with and without 
homeless histories were also similar with regard to their level of education attainment (51.8% 
versus 53.4%). They were also more likely to have children under the age of 18 than their 
counterparts who had no past or current history of homelessness (71.6% versus 64.6%) and were 
only slightly less likely to be married (16.5 versus 16.8 %). 




















(N=131) P value 
Age (mean, SD) 32.8, 10.1 33.7, 10.0 32.0, 10.1 0.1961 
Education (have a high school 
degree or higher), n (%) 
127 (52.7) 57 (51.8) 70 (53.4) 0.8023 
Marital status, n (%) 40 (16.7) 18 (16.5) 22 (16.8) 0.9538 




III. Homelessness and Social and Economic Marginalization:  
As indicated by Table 4, women who reported “ever” having been homeless were 
significantly more likely to report experiencing several of our indicators of social and economic 
marginalization, when compared to participants who had never before been homelessness. 
Specifically, they were slightly less likely to be Black and Latina, more likely to have income 
from other sources, and have a history of foster care placement, none of which are significant at 
the .05 level. They were also less likely to be employed, more likely to have a history of 
incarceration and less likely to have a history of social support, all of which were significant at 
the .05 and .01 levels.  










(N=131) p value 
Ethnicity, n (%)     
African-American 105 (43.6) 46 (41.8) 59 (45.0) 0.6156 
Latina 119 (49.4) 55 (50.0) 64 (48.9) 0.8594 
Employed in the past 6 months, n 
(%) 
111 (46.1) 42 (38.2) 69 (52.7) 0.0246 * 
Have income from other sources, n 
(%) 
217 (90.0) 101 (91.8) 116 (88.6) 0.3986 
Have incarceration history, n (%) 55 (22.8) 36 (32.7) 19 (14.5) 0.0008 ** 
Foster care history, n (%) 35 (14.8) 21 (19.3) 14 (10.9) 0.0717 
Social support scale (mean, SD) 5.2, 1.3 5.0, 1.3 5.4, 1.2 0.0054 ** 
 
 





Specifically, women who were unemployed prior to the start of the study, had prior arrested 
histories, and had time spent in foster care were more likely to have been homelessness prior to 
the start of the study. In addition, more women who reported receiving little to no support from 
their family members or peers and regularly used of illicit substances had previously been 
homeless than those without these histories. Although the population was overwhelmingly 
women of color, a slightly smaller percentage of women with homeless histories were African-
American when compared with women who never experienced homelessness (41.8% versus 
45.0%). The percentage of Latina women with homeless histories however was almost identical 
to the percentage of Latinas in the overall sample however (50.0% versus 48.9%). Slightly less 
than half of the overall sample (or 46%) was employed in the past 6-months and a full 90% 
reported receiving income from other sources. Significantly fewer women with homeless 
histories were recently employed when compared with women who never experienced 
homelessness (38.3% versus 52.7%). 
Although approximately 23% of the entire population had histories of incarceration, a full 
third of women with homeless histories had previously been incarcerated while only 15% of 
those with no histories of homelessness had spent time in jail or prison. Women with homeless 
histories were also twice as likely to have spent time in foster care as children (approximately 
20% versus 10%).  
Social support and homelessness: Women with histories of homelessness reported 
receiving significantly less social support than housed, never homeless women (mean 5.2, SD 
1.3, p=.0054). The overall mean score for MSPSS scale at baseline was 5.2392. Of the 110 
homeless women, 58 (60.7%) scored below the mean (scoring 2-5). Of the 131 never homeless 




Among all other personal-demographic variables, homelessness was significantly 
associated with being employed in the past 6-months (p=. 0246) and having a history of 
incarceration (p=. 0008). In addition, homelessness was marginally associated with a history of 
foster care placement (p=.0717). 
IV. Homelessness and Personal, Family and Relationship Instability and Trauma  
In view of prior literature, we predicted that women with homeless histories would have 
greater levels of study indicators of personal, family, and relationship instability and trauma. 
Specifically, we hypothesized that women who had been homeless previously, were more likely 
to have personal, relationship and family histories of illicit substance use and violence. Table 5 
provided partial support for our hypothesis.  
Table 5. Personal, Family and Relationship Instability and Trauma Characteristics of 










(N=131) p value 
Regular use of illicit drugs in the 
past 6 months, n (%) 
67 (27.8) 37 (33.6) 30 (22.9) 0.0639 
Partner used illicit drugs in the past 
6 months, n(%) 
93 (38.6) 50 (45.5) 43 (32.8) 0.0448 * 
Partner binge drinking in the past 6 
months, n(%) 
88 (36.5) 43 (39.1) 45 (34.4) 0.4465 
Parental substance use, n(%) 126 (52.7) 64 (58.7) 62 (47.7) 0.0891  




Note: * p<0.05 
 
Participant substance abuse and homelessness: The substance use patterns of the  total  
sample was explored to determine if there were significant differences between women with 
homeless histories and their housed, never homeless peers. There was only a marginally 
significant difference in terms of the regular use of illicit drugs in the past 6-months. While 27% 




reported a history of homelessness indicated that they regularly used illicit drugs versus 22.9% of 
the housed never homeless women. 
Partner substance abuse and homelessness: Study participants whose partners who used 
illicit substances in the 6-months prior to the study were more likely to have a history of 
homelessness when compared to women whose partners did not use illicit substances (45.5% 
versus 32.8%). The difference between the two populations in terms of homelessness use was 
significant at the .05 level (p=.0448*). Additionally, more women who had partners who 
engaged in binge drinking (39.1% versus 34.4%) had prior histories of homelessness when 
compared with women whose partners did not. The difference between these two groups 
however was not statistically significant at the .05 level. 
Parental substance abuse and homelessness: More women who reported having one or 
more parents who have used illicit substances (58.7% versus 47.7%) had a history of 
homelessness. The relationship between parental substance abuse and homelessness was 
marginally significant (p=0.0891).  
Parental violence abuse and homelessness: Women who reported having witnessed 
violent exchanges between their parents as children were also more likely to have one or more 
bouts of homelessness (44.0% versus 37.7%). 
 
The following section includes findings about the hypotheses: 
V. Homelessness and Risk Characteristics (Depression, PTSD, Childhood Trauma and Intimate 
Partner Violence)  
Based on research, we hypothesized that women with homeless histories would have 




homelessness was positively associated with histories of childhood trauma and recent histories of 
violence at the hands of intimate partners.  
H1: Depression, PTSD, childhood abuse and IPV are individually positively associated with 
homelessness.  
The findings associated with H1 presented in Table 6 are the odds ratios and 95 percent 
confidence intervals for the associations between PTSD experienced in the prior month and 
homelessness, depression experienced in the prior six months and homelessness, physical and/or 
sexual abuse experienced during childhood and homelessness, as well as intimate partner 
violence experienced in the previous six months and homelessness.  










(N=131) p value 
PTSD, n(%) 69 (28.6) 33 (30.0) 36 (27.5) 0.6665  
BSI depression subscale (mean, SD) 0.8, 1.0 1.1, 1.1 0.6, 0.8 0.0009 **  
Childhood physical and sexual abuse, 
n(%) 
129 (53.5) 70 (63.6) 59 (45.0) 0.0039 ** 
 
Any type of IPV (phy, inj, sex) in the 
past 6 months, n(%)  




Note: ** p <0.01 
 
Our findings provide partial support for H1.  
Depression and homelessness: We examined the association between depression and 
homelessness among all participants surveyed at baseline to test our hypothesis that depression is 
positively associated with homelessness in this sample of low income women. H1 was supported 
in this analysis. Specifically, women who scored above the mean for depression were much more 
likely to have a history of homelessness when compared with participants without a history of 
depression.  The difference between the two groups was highly significant at a .05 level 




with homeless histories, 64 (or 58.2%) scored above the mean (scoring 1-4). Of the 131 women 
without homeless history, 71 (or 54.2%) scored below the mean (scoring 0).  Women with 
histories of homelessness had a mean score of 1.1 (SD 1.1) while women without histories of 
homelessness had a mean score of 0.6 (SD 0.8).  
Childhood trauma and homelessness: Here we investigated the association between 
physical and/or sexual abuse among all participants. H1 was also supported in this analysis. 
Women who reported a history of childhood trauma were much more likely to have 
homelessness histories. 70 of the 129 survey participants (or 64%) reporting childhood histories 
of physical and/or sexual abuse also had lifetime histories of homelessness versus 59 (or 45%) of 
the housed, never homeless participants. The relationship between childhood trauma and 
homelessness was also highly significant at the .05 level (p=0.0039).  
H1 was not consistent with our hypothesis however in our analyses of the relationship between 
IPV and homelessness, and between PTSD and homelessness: 
Intimate Partner Violence and homelessness: IPV was marginally related to 
homelessness. More women reporting recent experiences of physical, injurious, and sexual 
violence from an intimate partner were previously homeless when compared to other study 
participants who did not report a recent incident of partner violence. The differences between the 
two population was marginally significant (p=0.0917). 
Post-Traumatic Stress Disorder and homelessness: Lastly, we examined possible 
associations between homelessness and PTSD. 28% (n=69) of the overall sample had symptoms 
consistent with PTSD at baseline. While slightly more women with PTSD had a history of 
homelessness than women who entered the study without PTSD (30% vs. 27.5%), our first 




with homelessness in this analysis. 
VI. Multivariate associations between depression, childhood abuse, and partner violence and 
homelessness 
In light of prior research findings, our second hypothesis tested the association between 
depression, PTSD, childhood trauma and/or IPV, when controlling for all other variables in the 
study.  
H2: Depression, childhood trauma and IPV and  PTSD, childhood trauma and IPV are 
positively associated with ever having been homeless, adjusting for personal demographic 
characteristics (age, education, marital status and children), social and economic 
marginalization (race/ethnicity, income, employment status, prior arrest history, foster care 
history, and social support), and personal and family and relationship instability (illicit drug 
use, substance use alcohol dependency, parental substance use, partner substance use, partner 
alcohol use and witnessing parental abuse).  
As discussed previously, we tested H2 using two separate tests in light of the anticipated 
multicollinearity between depression and PTSD. We also tested depression and PTSD separately 
in our longitudinal analyses to follow. The findings for risk factors presented in Table 7a are the 
odds ratios and 95 percent confidence intervals for our first baseline multivariate test of H2, 
namely that depression, childhood trauma, and intimate partner violence are associated with 
homelessness, controlling for all other variables in the study. The findings for risk factors 
presented in Table 7b provide the odds ratios and 95 percent confidence intervals for our second 
baseline multivariate test of H2, namely that PTSD, childhood trauma, and intimate partner 





Table 7a. Baseline multivariate (Depression, Childhood Trauma and IPV) 
Total Sample (N = 241) 
  OR 95% CI p value 
Depression 1.6 1.1 2.3 0.0087 ** 
Childhood abuse 1.7 0.8 3.3 0.1198 
IPV (phy, inj, sex) 0.8 0.4 1.5 0.5284 
Regular drug use in the past 6 months 1.1 0.5 2.3 0.7229 
Age 1.0 0.9 1.0 0.3189 
High school or higher education 1.2 0.6 2.3 0.4662 
Married 1.3 0.6 3.1 0.4391 
Children under 18 2.0 1.0 4.0 0.0365 * 
Black 0.4 0.1 1.4 0.1791 
Latino 0.5 0.1 1.7 0.2964 
Have other income sources 0.9 0.3 2.6 0.9363 
Employed in the past 6 months 0.7 0.3 1.3 0.3343 
Incarceration history 2.9 1.3 6.2 0.0051 ** 
Foster care history 2.5 1.0 6.1 0.0422 * 
Social support (MSPSS) 0.8 0.6 1.1 0.3831 
Partner drug use in the past 6 months 1.3 0.6 2.5 0.4092 
Partner binge drinking in the past 6 
months 
0.9 0.4 1.8 0.8654 
Parental substance use 1.1 0.5 2.1 0.7419 
Witnessed parental violence 0.8 0.4 1.6 0.6275 
Note: ** p <0.01, * p<0.05 
  Covariate adjustment for socio-demographic variables (age, education, marital status, children 
under 18), variables of social and economic marginalization (being unemployed, prior arrest 
history, foster care history, and a lack of social support), and variables of personal, family and 
relationship instability and trauma. 
 
Table 7b. Baseline Multivariate (PTSD, Childhood Trauma and IPV) Total Sample (N = 
241) 
  OR         95% CI p value 
PTSD 0.5 0.2 1.2 0.1678 
Childhood abuse 2.0 1.0 4.1 0.0373 * 
IPV (phy, inj, sex) 1.1 0.5 2.1 0.7465 
Regular drug use in the past 6 months 1.0 0.5 2.2 0.8379 
Age 1.0 0.9 1.0 0.331 
High school or higher education 1.2 0.6 2.2 0.4968 
Married 1.3 0.6 3.0 0.46 
Have children under 18 1.6 0.8 3.1 0.1249 
Black 0.4 0.1 1.4 0.1778 
Latino 0.5 0.1 1.8 0.3699 





Note: ** p <0.01, * p<0.05 
 
  Covariate adjustment for socio-demographic variables (age, education, marital status, children 
under 18), variables of social and economic marginalization (being unemployed, prior arrest 
history, foster care history, and a lack of social support), and variables of personal, family and 
relationship instability and trauma. 
 
Depression, having children under 18, prior incarceration history and having a foster care history 
were significant when modeling depression, childhood trauma, and intimate partner violence are 
associated with homelessness, controlling for all other variables in the study (Table 6). In the 
second baseline multivariate model, PTSD, childhood trauma, and intimate partner violence, 
childhood abuse and prior incarceration history were significant. 
The findings provided partial support for H2.  
VI. Multivariate associations between depression, childhood trauma, and intimate partner 
violence and homelessness 
Depression and homelessness: Of the key independent variables, depression only was 
positively associated with homelessness (table 7a), after adjusting for socio-demographic 
variables (age, education, marital status, children under 18), variables of social and economic 
marginalization (being unemployed, prior arrest history, foster care history, and a lack of social 
support), and variables of personal and family and relationship instability and trauma (regular 
use of illicit drugs, partner use of illicit drugs, partner binge drinking, parental substance use and 
having witnessed parental violence). Specifically, the odds of homelessness was 1.6 times higher 
Employed in the past 6 months 0.5 0.2 1.0 0.0676 
Incarceration history 2.9 1.3 6.2 0.0046 ** 
Foster care history 1.8 0.7 4.3 0.1717 
Social support (MSPSS) 0.8 0.6 1.0 0.1094 
Partner drug use in the past 6 months 1.4 0.7 2.8 0.2407 
Partner binge drinking in the past 6 months 1 0.5 1.9 0.9994 
Parental substance use 1.3 0.7 2.4 0.3832 




among depressed women with homeless histories than among depressed women who had never 
experienced homelessness (CI=1.33, 2.37; p=0.0087**).  
No significant associations however were found between intimate partner violence, 
childhood trauma, and homelessness among women who reported prior histories of 
homelessness.  
Covariates: Among the variables controlled for in the model, women with homeless histories 
had a three times greater odds of having a prior history of arrest (CI=1.32, 6.21; p=0.0051**) 
and a had 2.5 times greater odd of having spent time in foster care as a child (CI=1.03, 6.16; 
p=0.042*) and two times greater odd of having one or more children under the age of 18 
(CI=1.04, 4.009; p=0.036*). No significant associations were found among other control 
variables included in this model. 
VII. Multivariate associations between PTSD, childhood trauma, and intimate partner 
violence and homelessness 
Childhood trauma and homelessness: Of the key independent variables, childhood 
physical and/or sexual abuse was the lone key predictor in this model that was significantly 
associated with “ever” having experienced homelessness (CI=1.04, 4.14; p=0.037*). 
Specifically, women who entered the study reporting a history of childhood abuse had a two 
times greater odds of  homelessness when compared with women who did not experience 
physical and/or sexual abuse as a child (OR 2.08), after adjusting for personal-demographic 
variables,  variables of social and economic marginalization, and variables of personal, family 
and relationship instability and trauma. While this was consistent with our hypothesis that 
childhood trauma was associated with homelessness in this sample of low income women, 




stress disorder or intimate partner violence and homelessness in this model. 
Covariates: Among all control variables, homelessness was again significantly associated 
with a history of arrest (CI=1.10, 4.29; p=0.024*) among women who entered the study had ever 
been homeless. Among women who had spent time in jail or prison, the odds of homelessness 
was 2.9 times higher than among women with no incarceration histories. Recent employment 
(CI=0.297, 1.043; p=0.0676) was marginally protective against homelessness when compared to 
participants who had not been employed. No significant associations were found among other 
control variables included in this model. 
All multivariate analyses were run using only the significant covariates but no significant 
differences were observed when comparing and contracting various models.  
VIII. Predictive relationship between depression, post-traumatic stress disorder, childhood 
abuse, partner violence and first-time homelessness among all study participants (N=241) 
In view of prior literature, in our third hypothesis, we hypothesized that the odds of first-
time homeless is higher among participants with depression, post-traumatic stress disorder, 
childhood trauma and IPV (H3).  
H3: Women with higher rates of depression only, PTSD only, childhood trauma only and IPV 
only in wave 1 will have higher odds of experiencing first-time homelessness in later waves 
than those who do not, controlling for all other variables in the study. 
As illustrated below, Table 8 provides the results of the multivariate logistic regression 
test of H3 examining the predictive relationship between depression only, PTSD only, childhood 
abuse only and intimate partner violence only and first-time homelessness among study 
participants, after adjusting for personal-demographic variables (age, education, marital status, 




arrest history, foster care history, and a lack of social support), and variables of personal, family 
and relationship instability and trauma (the regular use of illicit drugs, partner use of illicit drugs, 
partner binge drinking, parental substance use and having witnessed parental violence). In view 
of hypothesis 4 which also examined the increased odds of homelessness among women with 
more than one risk variables. As noted above, we examined dyads of risk variables, specifically 
PTSD + intimate partner violence, depression + intimate partner violence, PTSD + childhood 
abuse, and depression + childhood abuse. In each dyad model, we examined each variable 
directly and their co-occurring term. We also adjusted for all other variables in the study. 
Table 8. Longitudinal Multivariate Logistic Regression: Depression, PTSD, Childhood 
Trauma (CT), IPV and First-time Homelessness Total Sample (N = 241) 
Model #1: PTSD only, IPV only, PTSD+IPV, controlling for all other variables in the 
study 
      OR              95% CI p value 
PTSD only 1.33607 0.12936 13.7996 0.807 
IPV only 1.77801 0.40731 7.7615 0.4419 
PTSD + IPV 2.27385 0.34822 14.8482 0.3859 
Model #2: DEPRESSION only, IPV only, DEPRESSION+IPV, controlling for all other 
variables in the study 
      OR             95% CI p value 
DEPRESSION only 1.0838 0.39097 3.0044 0.877 
IPV only 1.83158 0.36006 9.31706 0.4637 
DEPRESSION+IPV 1.91416 0.44875 8.16489 0.3779 
Model #3: PTSD only, CT only, PTSD+CT, controlling for all other variables in the 
study 
     OR              95% CI p value 
PTSD only 0.88286 0.07559 10.3115 0.9206 
CT only 0.27414 0.02937 2.5585 0.2499 
PTSD+CT only 0.90949 0.16777 4.9305 0.9116 
Model #4: DEPRESSION only, CT only, DEPRESSION+CT, controlling for all other 
variables in the study 
     OR             95% CI p value 
DEPRESSION only 1.1129 0.40707 3.04259 0.8336 
CT only 0.42807 0.07537 2.43126 0.3368 
DEPRESSION+CT 0.55732 0.11592 2.67955 0.4623 
  Covariate adjustment for socio-demographic variables (age, education, marital status, children 
under 18), variables of social and economic marginalization (being unemployed, prior arrest 
history, foster care history, and a lack of social support), and variables of personal and family 




The results of our analyses was partially consistent with our third hypothesis.  
As noted in Table 8, the odds of becoming homeless for the first time during waves 2 and 3 of 
the study (among women who entered the study without a history of homelessness) was greater 
among never homeless participants who had post-traumatic stress disorder only (model #1), 
experienced intimate partner violence only (see models #1 and #2) and were depressed only (see 
models #2 and #4), adjusting for all study variables. 
PTSD and homelessness: In our first model (PTSD and IPV) H3 was consistent with what 
we hypothesized. Housed, never homeless women who had PTSD in wave 1 had a 1.3 greater 
odds of becoming homeless for the first-time during waves 2 or 3 when compared to housed, 
never homeless participants who did not have PTSD (CI 0.129, 13.79; p=0.807), controlling for 
the other variables in the study. In addition, never homeless participants who reported recent 
experiences of partner violence during baseline had a 1.7 greater odds of experiencing 
homelessness for the first-time during waves 2 or 3 when compared to their ever housed 
counterparts who did not experience IPV (CI 0.407, 7.76; p=0.441), controlling for the other 
variables. 
In the model with depression and intimate partner violence (model #2), H3 was consistent with 
our hypothesis although not significant. Women without a history of homelessness at baseline 
who also had symptoms that met the threshold for depression (using the BSI scale) had a slightly 
higher odds of becoming homeless during the subsequent waves of the study (OR 1.08, CI, 
0.39097, 3.0044; p=0.877) when compared to women without a history of homelessness who 
were not depressed, adjusting for the other variables in the study. Participants who reported they 
had never before been homeless at baseline, who also reported experiencing IPV, had higher 




participants who were never homeless who had not experienced IPV (OR: 1.8; CI, 0. 36006, 
9.31706; p=0.463), controlling for all other variables. 
The model with PTSD and childhood abuse was partially supportive of H3 (model #3). 
The odds of experiencing homelessness for the first time in waves 2 or 3 was slightly higher 
among women  with PTSD who had never before been homeless versus women who did not 
have PTSD who had never before been homeless, adjusting for all covariates (OR 1.1, CI, 0.407, 
3.04; p=0.833). Experiencing homelessness for the first time in waves 2 or 3 of the study 
however was not associated with having a history of childhood abuse, adjusting for all other 
variables in the study. 
In the model with depression and childhood abuse (model #4), neither variable was 
associated with an increased risk of first-time homelessness in wave 2 or 3, adjusting for all other 
variables in the study. 
IX. Predictive relationship between depression, post-traumatic stress disorder, childhood 
trauma, partner violence and their related co-occurring terms (e.g. IPV + PTSD, Depression + 
IPV, PTSD + CT, Depression + CT),  and first-time homelessness among all study participants 
(N=241)  
Based on literature and Syndemics-based perspective, we also hypothesized that women with a 
combination of risk factors (e.g. IPV + PTSD, Depression + IPV, PTSD + CT, Depression + CT) 
have a greater odds of experiencing homelessness for the first time in waves 2 or 3 than those 
with only one risk factor only (H4).  




H4: The odds of first-time homelessness increases when risk factors are combined (e.g. IPV + 
PTSD, Depression + IPV, PTSD + CT, Depression + CT), controlling for all other variables in 
the study. 
We created 4 models to test this hypothesis (see Table 8). As noted above, we examined 
the following pairings: PTSD + intimate partner violence; depression + intimate partner 
violence; PTSD + childhood trauma; and depression + childhood trauma. In each, we examined 
the odds ratio of the two main effect variables as well the odds ratio of the co-occurring term of 
those two variables. (We created the co-occurring term to test our fourth hypothesis that the odds 
of future homelessness among women who had never before been homeless would be higher 
among women who had 2 risk variables versus those who only had one risk variable, after 
adjusting for all other study variables.) We examined dyads of risk variables only (rather than 
testing two-way and three-way terms) due to the low sample size.  
In addition, several of our models were consistent with H4.  
Specifically, in the model with PTSD + IPV (model #1), the odds of experiencing first-
time homelessness in waves 2 and 3 of the study was higher for study participants who had both 
risk factors than for participants who experienced only one, when controlling for all other 
variables in the study. Housed, never homeless women who had PTSD and IPV had a 2.2 odds of 
becoming homeless for the first time in waves 2 and 3, whereas those who experienced PTSD 
only had a 1.3 odds of becoming homeless for the first time; never homeless participants who 
experienced IPV only a 1.7 greater odds of becoming homeless (CI.0.348, 14.84; p=0.385), 
adjusting for all other variables. 
H4 was also consistent with our hypothesis among never homeless participants who were 




homeless participants who experienced only one of these risk variables, controlling for the other 
variables in the study (model #2). Participants who never before experienced homelessness who 
experienced both risk factors had a 1.9 odds of becoming homeless in waves 2 or 3 (CI.0.448, 
8.16; p=0.377). Those who experienced depression only had a 1.08 odds of experiencing 
homelessness for the first time (CI.0.390, 3.00; p=0.887), while those who experienced IPV 
alone had a 1.83 higher odds of an initial episode of homelessness (CI.0.360, 9.31; p=0.463), 
controlling for all other variables in the study.  
H4 was not consistent with our hypothesis in the model with PTSD and childhood trauma 
(model #3) or in the model with depression and childhood trauma (model #4). In model #3, the 
odds ratios for PTSD alone, childhood trauma alone, and PTSD+childhood trauma were all 
lower than 1, controlling for all other variables in the study.  Since none of the ORs were higher 
than 1, never homeless women with either of the main effects variables (PTSD alone or 
childhood trauma alone) or with both risk variables (PTSD+childhood), were less likely to 
become homeless at the end of the study when compared with never homeless women without 
any of these risks. 
H4 was also not consistent with our hypothesis in the model with depression and 
childhood trauma (model #4). Although the odds of becoming homelessness by the end of the 
study was more than 1 among never homeless women with depression only, the odds of 
becoming homeless was less than 1 for women with both depression and childhood abuse. For a 
syndemic to exist, co-occurring risks should exacerbate negative outcomes. There should be no 
buffering effect (i.e. OR < 1). 
X. Predictive relationship between depression only, post-traumatic stress disorder only, 





Based on our prior review of literature, we also hypothesized that having post-traumatic 
stress disorder only, depression only, childhood trauma only and/or intimate partner violence 
only in wave 1 would result in an increased risk of returning to homelessness in waves 2 or 3.  
Table 9 provides the results of the multivariate logistic regression analyses (H5) between 
pairs of key variables (e.g. IPV + PTSD, Depression + IPV, PTSD + CT, Depression + CT) and 
repeat homelessness among all study participants, after adjusting for personal-demographic 
variables, variables of social and economic marginalization, and variables of personal, family 
and relationship instability and trauma. 
H5 Participants with higher rates of PTSD only, depression only, childhood trauma only and 
IPV only will have a higher odd of repeat homelessness than those who do not, controlling for 
all other variables in the study. 
Table 9. Longitudinal Multivariate Logistic Regression: Depression, PTSD, Childhood 
Trauma (CT), IPV and Repeat Homelessness Total Sample (N = 241) 
Model #1: PTSD, IPV, PTSD+IPV, controlling for all other variables in the study 
              OR                 95% CI              p value 
PTSD only 1.29683 0.26126 6.43701 0.7499 
IPV only 1.13142 0.32097 3.98824 0.8464 
PTSD+IPV 1.72082 0.3967 7.46466 0.4632 
Model #2: DEPRESSION, IPV, DEPRESSION+IPV, controlling for all other 
variables in the study 
       OR         95% CI p value 
DEPRESSION only 1.33016 0.53904 3.28236 0.53 
IPV only 0.42222 0.07835 2.27526 0.3124 
DEPRESSION+IPV 1.10076 0.28566 4.24162 0.8878 
Model #3: PTSD, CT, PTSD+CT, controlling for all other variables in the study 
       OR        95% CI p value 
PTSD only 1.81637 0.22674 14.5507 0.5709 
CT only 0.80514 0.20866 3.1067 0.7505 
PTSD+CT only 1.22094 0.28182 5.2895 0.7866 
Model #4: DEPRESSION, CT, DEPRESSION+CT, controlling for all other variables 




      OR       95% CI p value 
DEPRESSION only 1.43476 0.60151 3.42232 0.411 
CT only 0.38523 0.07479 1.98422 0.2512 
DEPRESSION+CT 0.92069 0.21506 3.94164 0.9101 
  Covariate adjustment for socio-demographic variables (age, education, marital status, children 
under 18), variables of social and economic marginalization (being unemployed, prior arrest 
history, foster care history, and a lack of social support), and variables of personal and family 
and relationship instability and trauma. 
 
There was partial support for H5. As noted in Table 9, we again found that the odds of 
becoming homeless again during the 2nd and 3rd waves of the study was higher among previously 
participants who had PTSD only, experienced intimate partner violence only, and were depressed 
only.  
H5 was consistent with our hypothesis when examining PTSD and IPV (model #1). 
Participants who were homeless prior to the start of the study who also had PTSD only had a 1.2 
greater odd of becoming homeless again during waves 2 or 3 when compared to previously 
homeless participants who did not have PTSD (CI 0.261, 6.43; p=0.749), controlling for all other 
variables in the study. In addition, previously homeless participants who reported having violent 
encounters with an intimate partner in the 6-months before the study had a slightly higher odds 
of becoming homeless again during waves 2 or 3 when compared to their previously homeless 
counterparts who did not experience IPV (OR: 1.13; CI 0.320, 3.98; p=0.846), controlling for the 
other variables. 
H5 was also consistent with our findings when examining depression and intimate partner 
violence (model #2). Women who entered the study with a history of homelessness and who at 
baseline met the threshold for depression only had a 1.33 greater odds of returning to 
homelessness during the subsequent waves of the study (CI, 0.539, 3.28; p=0.53) when 
compared to never homeless participants who were not depressed, adjusting for the other 




however, who reported who also reported experiencing IPV only prior to the start of the study, 
were less likely to become homeless again in subsequent waves of the study when compared to 
their counterparts who had not experienced IPV (OR: .422; CI, 0. 0783, 2.275; p=0.312), 
controlling for all other variables in the study. 
The model with PTSD and childhood trauma was also partially supportive of H5 (model 
3). The odds of becoming homeless again in waves 2 or 3 was higher among women with PTSD 
only when compared to women who did not have PTSD, adjusting for all covariates, adjusting 
for all other variables in the study (OR 1.81, CI, 0.226, 14.550; p=0.570). Becoming homeless 
for the first time in waves 2 or 3 of the study however was not associated with having a history 
of childhood trauma only, controlling for all other variables in the study. In fact, never homeless 
participants who reported experiencing physical or sexual abuse as children in baseline were less 
likely to become homeless in the subsequent waves than their counterparts who did not 
experience childhood trauma (OR .805, CI, 0.208, 3.106; p=0.750). 
Lastly, there was partial support for H5 in the model with depression and childhood 
trauma (model #4). In this model as well, previously homeless participants who were depressed 
in wave 1 had a 1.4 greater odds of becoming homeless again in the ensuing waves when 
compared to previously homeless women who were not depressed (CI, 0.601, 3.42; p=0.411), 
when adjusting for all other variables. Neither variable was not associated with an increased risk 
of first-time homelessness in wave 2 or 3, adjusting for all other variables in the study. As in the 
previous model, a return to homelessness in waves 2 or 3 was not associated with a history of 
childhood abuse, controlling for all other variables in the study.  
XI. Predictive relationship between depression, post-traumatic stress disorder, childhood 





In light of Syndemics, we again hypothesized that previously homeless women with a 
combination of risk factors have a greater odds of a subsequent episode of homelessness in 
waves 2 or 3 than those with one risk factor only (H6). As was done previously when testing H4, 
these variables were modeled in dyads given the aims of our sixth hypothesis in which we 
hypothesize that previously homeless women who have two risk variables will have an even 
greater odds of becoming homeless during the 2nd and 3rd waves of the study, when compared to 
participants who only have one risk variable.  
Table 9 provides the results of these multivariate logistic regression analyses. We 
specifically tested the following dyads: PTSD and intimate partner violence; depression and 
intimate partner violence; PTSD and childhood abuse; and depression and childhood abuse.  
In the model with PTSD and IPV (model #1), the odds of becoming homeless again in 
waves 2 or 3 of the study was higher for study participants who had two risk factors than for 
participants who experienced only one risk factor, adjusting for other variables. This suggested 
partial support for H6. Specifically, the odd of becoming homeless again among participants who 
had PTSD and were depressed was 1.7 whereas the odds of recurrent homelessness was 1.2 
among those who experienced PTSD only and 1.1 among those who experienced IPV only 
(CI.0.397, 7.46; p=0.463) , controlling for all other variables in the study. 
The hypothesis that the odds of recurrent homelessness among participants who had 
multiple risk variables (H6) was not consistent with our hypothesis in the other models: 
depression and IPV (model #2); PTSD and childhood trauma (model #3); and depression and 





The results of our study offer some support for our hypotheses that there are significant 
associations between depression, post-traumatic stress disorder, childhood trauma, intimate 
partner violence and homelessness among the women in our study. Our study also highlights a 
high level of housing insecurity among this population of low-income women accessing medical 
services from an emergency room in the Bronx. Of the total sample, 45.6 percent of the 
participants (110 out of the 241 women surveyed at baseline) reported a history of homelessness. 
At the one-year follow-up, an additional 14 women became homeless for the first time. Of this 
group, 78.5% (11 of the 14) lost their housing within 6-months of the start of the study. With the 
additional 14 women who became homeless for the first time over the 12 month follow up 
period, more than 50% of the total sample surveyed cumulatively were homeless (110 + 14 or 
51.4%). 
The rates of homelessness in this study serves as a strong indicator of the extent to which 
low-income women live precariously housed. Given recent inclines in the number of female-
headed homeless households across the country, particularly in inner-city communities like the 
one from which our participants were sampled, our findings also underscore the critical need for 
research that deepens our understanding of the reasons low-income women enter and re-enter the 
shelter system.  
Bivariate Associations 
In the bivariate analyses we conducted, two of the four key predictor variables 
(depression and childhood trauma) were significantly and individually associated with 
homelessness. Women who at baseline met the clinical criteria for depression women had a 
significantly higher odds of ever being homeless when compared with women who were not 




Participants with child abuse histories also had a significantly higher odds of ever having been 
homeless. These findings support our first hypotheses (H1) that each of our main predictors 
(depression, PTSD, childhood trauma and/or intimate partner violence) would be significantly 
and individually associated with ever having been homeless. 
We also found a marginally significant association between our third key predictor 
(intimate partner violence) and prior histories of homelessness among the women in this study. 
And while no significant associations were identified in our bivariate analyses between post-
traumatic stress disorder and homelessness, slightly more participants with PTSD had a history 
of homelessness than women who entered the study without PTSD.  
The results of our analyses is consistent with findings from prior research studies that 
homelessness is associated with depression in impoverished women (North & Smith 1993; 
Robertson & Winkleby 1996; Bassuk et al. 1998; Munoz et al. 1999) and PTSD (Burt, Aron & 
Lee 2001; Weinreb, Buckner, Williams, & Nicholson 2006).  While the significant association 
found in our study between homelessness and depression is not surprising, the lack of 
significance identified between previous homelessness and PTSD was, given results from earlier 
studies (North & Smith 1993; Robertson & Winkleby 1996; Bassuk et al. 1998; Munoz et al. 
1999; Burt, Aron & Lee 2001; Weinreb, Buckner, Williams, & Nicholson 2006). While there 
were no significant differences between women with and without homeless histories in levels of 
PTSD identified, importantly, we found comparably high levels of PTSD in both sub-samples. 
30% of all study participants with homeless histories experienced post-traumatic stress in the 
month preceding the study. Among women who had never been homeless, approximately to 28% 
reported significant levels of PTSD symptom severity. These numbers far exceed national 




February 2001 and April 2003 (n=9282), estimated the lifetime prevalence of PTSD among adult 
Americans to be 6.8% (Kessler, Berglund, Delmer, Jin, Merikangas, & Walters 2005). Among 
women specifically, approximately 10% experience PTSD during their lifetime. These 
percentages are comparable to rates assessed during an earlier review of the National 
Comorbidity Survey (n=8098) which found a lifetime prevalence of 7.8% among the general 
population and just over 10% among women specifically (Kessler, Sonnega, Bromet, Hughes, & 
Nelson 1995). The rates of PTSD among the low-income women in our sample were 
approximately three times higher than rates in the entire population underscoring the significant 
exposure to high levels of stress and traumatic events experienced by the women in our study. 
And since earlier research has linked the onset of PTSD to a subsequent episode of initial 
homelessness (North & Smith 1992), the high levels of PTSD found in our study among low-
income housed, never homeless women are particularly noteworthy. 
The marginally significant association between intimate partner violence and ever 
homelessness at baseline was also noteworthy, suggesting that both groups faced high levels of 
violent encounters with their intimate partners. Half of all women with homeless histories 
reported experiencing physical, sexual, and/or injurious IPV in the 6-months before the 
beginning of the study. Among women who had never been homeless, just under 40% had 
recently experienced an IPV encounter at the hands on an intimate partner. The rates of recent 
IPV reported by the ever homeless women in our study exceed those found in recent studies. As 
noted earlier, a 2006 study comparing homeless women residing in standard shelters (n=252) and 
those staying in shelters for victims of domestic violence (n = 158), 21% reported experiencing 
violence at the hands of an intimate partner within three months of shelter arrival (Stainbrook & 




colleagues found that a third of the homeless women surveyed had been sexually or physically 
assaulted in the preceding year (2003).  
The high levels of IPV found in our sample and the lack of significant differences found 
between both groups between IPV and homelessness, draws serious attention to the extreme 
levels of violence, and as noted earlier, PTSD, faced by the low-income women in our study. 
And since high rates of PTSD and IPV are believed to be co-morbid, and together have been 
linked to future homelessness (Whitfield, Anda, Dube & Felitti, 2003), our findings suggest high 
levels of probable housing insecurity among the never homeless women in our study. 
It is also important to note that we ran a separate set of analyses (not reported in our 
findings), to determine if the lack of significance that we found between IPV and homelessness 
may have been attributed to the definition of IPV we utilized (physical, injurious and/or sexual 
IPV). None of the other forms of IPV analyzed (physical only; sexual only; injurious only; 
physical and injurious; or physical, injurious, sexual and psychological) were significantly 
associated with “ever” being homeless during our bivariate analyses. However, when we again 
conducted separate bivariate analyses using each of these definitions of IPV among the 48 
women in our sample who reported that they were “recently” homeless (that is, women who 
were homeless during the 6-months preceding the study), “physical IPV” was significantly 
associated with homelessness at the .05 level. Although it was not possible to run our 
multivariate analyses using only the recently homeless group (given the further reduction of 
power that would result), the significant association between physical IPV and homelessness 
found in the smaller group of women who had been recently homeless, suggests that future 
studies should distinguish between “ever” and “recently” homeless women to deepen our 




Multivariate Baseline Associations:  
In our first baseline multivariate model in which we examined associations between 
depression, intimate partner violence, childhood trauma, and homelessness, participants who 
entered the study who met the clinical threshold for depression had a 1.7 higher odds of being 
homeless at baseline than those who were not depressed, controlling for all other variables in the 
study. This significant finding is consistent with a wide body of research pointing to 
disproportionately high rates of depression among homeless women (North & Smith 1993; 
Robertson & Winkleby 1996; Bassuk et al. 1998; Munoz et al. 1999; Burt, Aron & Lee 2001; 
Weinreb, Buckner, Williams, & Nicholson 2006).  
Only childhood trauma was significantly associated with homelessness in our 
multivariate baseline logistical regression model in which we examined associations between 
PTSD, intimate partner violence, childhood trauma and homelessness. Specifically, women who 
entered the study reporting a history of childhood abuse had a two times greater odd of ever 
having been homelessness when compared with women who did not experience physical and/or 
sexual abuse as a children (OR 2.08), after adjusting for all variables in the study. Our findings in 
this regard are also consistent with findings in prior research that has established strong 
associations between homelessness among women and experiences of childhood physical and/or 
sexual trauma (Goodman, 1991; Shinn, Knickman, & Weitzman, 1991; North, Smith, and 
Spitznagel, 1994; Koegel, Melamid & Burnam, 1995; Herman, Susser, Struening & Link, 1997).  
Our findings was consistent with H2 in which we predicted a significant association 
between depression, childhood trauma and homelessness at baseline, controlling for all other 
variables in the study. Importantly however, the association between childhood abuse and 




depression. (Childhood experiences of physical and sexual trauma was significantly associated 
with homelessness only in the model in which we included PTSD.) There were no significant 
associations between our other key predictors (PTSD and IPV) in either model. 
Additional research is needed that explores how childhood experiences of abuse directly 
or indirectly promotes homelessness among low income women. In our study, we anticipated 
that childhood trauma would not yield a significant association with homelessness in our 
baseline and longitudinal multivariate models given the low power and sample sizes. We also 
anticipated that PTSD would not be strongly associated due to the same limitation. Our findings 
of the strong association between childhood trauma and homelessness in the baseline logistical 
regression model with PTSD and IPV warrants further consideration particularly since childhood 
trauma was not strongly associated with homelessness in the baseline multivariate model with 
depression.  
Although further exploration regarding the difference association between childhood 
trauma and homelessness in both baseline multivariate models (depression, childhood trauma 
and IPV in model #1; PTSD, childhood trauma and IPV in model #2), it is possible that many of 
the previously homeless women with depression in our sample did not also experience childhood 
physical and/or sexual abuse (or intimate partner violence). The strong association between IPV 
and homelessness among the 48 women who were recently homeless (again findings not 
formerly presented in this study given the low sample size), again suggests important sub-group 
differences between low-income women who report “ever” having experienced homelessness 
and those who report a recent episode.  
Multivariate Longitudinal Predictions:  




between our key variables of interest and future homelessness in this sample of women. Our 
findings provide some support for our hypotheses that multiple key predictors are associated 
with first-time homelessness and homeless returns among the low income women in this study 
(H3 & H5 respectively). In addition, our findings provided partial support to our Syndemics-
driven hypotheses that participants with more than one risk variable had higher odds of initial 
and recurrent homelessness when compared to participants who reported one risk variable (H4 & 
H6 respectively). This is consistent with findings from prior research studies that suggest that risk 
factors operate concurrently, and possibly synergistically, in the lives of impoverished women to 
promote future homelessness (North & Smith 1992, Rodriguez, Heilemann, Fielder, 
Ang, Nevarez & Mangione 2008). 
PTSD and IPV among never homeless women: In the model in which we examined PTSD 
and IPV, the odds of becoming homeless during the second and third waves of the study among 
women who entered the study without a history of homelessness was higher for women who 
experienced symptoms consistent with PTSD as well as for those who experienced IPV, when 
compared to their never homeless counterparts who did not have these risk variables, when 
controlling for all other variables (H3). Always housed women who at baseline reported 
experiencing both PTSD and IPV, had an even higher odd of first-time homelessness as 
compared to participants who only had PTSD only and IPV only, when controlling for all other 
variables in the study (H4).  
Depression and IPV among never homeless women: We found similar support for H3 and 
H4, when examining depression and intimate partner violence. Here again, never homeless 
women who entered the study with IPV alone had an elevated risk of becoming homeless in 




were depressed also had higher odds of becoming homeless during the second or third waves of 
the study (H3). And, never before homeless women who had both risk factors had an even higher 
odd of becoming homeless prior to the end of the study (H4). In each model, participants were 
compared with never homeless women who did not possess one or both of these risk categories, 
adjusting for all other variables in the study. 
PTSD and IPV among previously homeless women: When examining PTSD and IPV 
among study participants who had been previously homeless, the odds of homelessness during 
waves 2 or 3was higher among participants who had PTSD alone, and those who had IPV alone 
when compared to participants who did not have either risk factor, controlling for all other 
variables in the study (H5). The odds of homelessness was even higher when participants had 
both risk factors (H6). 
Although these findings were not significant and as a result should be interpreted 
cautiously, they do highlight high levels of trauma, violence and depression in the lives of poor 
women. It also points to possible associations between trauma, violence, depression and future 
homelessness. Our findings also suggest that there are important similarities between the low 
income women in this study without homeless histories and those who were previously 
homelessness.  As was cited previously, multiple researchers have identified a direct association 
between our key predictors (depression, PTSD, childhood abuse and IPV) and the loss of 
housing among low income women. Far less is known however about how risk factors work 
concurrently in the lives of vulnerable women to increase the risk of homelessness. Despite the 
lack of significance in this study, these findings suggest that the odds of homelessness may 
indeed increase among the low-income women in this study who possess more than one risk 




with and without homeless histories with multiple risk factors) underscore the extent to which 
impoverished women with depression and both long-term and recent histories of physical, sexual 
and injurious violence are precariously housed. Further, comparisons of the differential risks for 
losing one’s housing among impoverished women with and without homeless histories who have 
one or more of our key risk variables may help inform the development of differential 
intervention strategies in low income, urban ED settings.  
Our longitudinal models testing H3, H4, H5 and H6 lends some support to our predictions 
that future homelessness was associated with both the main effects variable (i.e. depression 
alone, PTSD alone, IPV alone etc…) and their related co-occurring terms (i.e. depression+IPV, 
etc...) While the lack of statistical significance in these models are of concern, it does not negate 
the need to further explore the direct effects of any one risk factor on future homelessness or the 
potential synergistic effect of having more than one risk variable. 
As noted above, our syndemic-driven model that examined depression and intimate 
partner violence among previously homeless women did not support our hypotheses (H5 & H6). In 
this model, previously homeless women with IPV alone were less likely to become homeless in 
the 2nd and 3rd waves of the study. And though the odds ratio for the co-occurring term was 
higher than 1, previously homeless women with depression and IPV had a lowered odds of 
repeat homelessness than women who were depressed alone. Conversely, the model in which 
PTSD was examined with IPV, having IPV alone corresponded to a 1.13 higher odds of 
homelessness and having IPV and PTSD doubled the odds of becoming homeless again. 
Importantly, among women who have never been homeless, having IPV in both models 




when controlling for other variables. And the co-occurring terms for both models had an even 
greater odds of homelessness 
The fact that previously homeless women with depression + IPV may be less likely to 
become homeless again when compared with never homeless women who report IPV only seems 
contrary to our syndemic hypothesis and consequently warrants additional exploration. The 
lowered odds of recurrent homelessness of having IPV only (in our model that examined IPV 
and depression among previously homeless women) suggests that under certain conditions 
having IPV alone may prove a deterrent to again losing one’s housing.  In addition, the contrasts 
between the predictive nature of IPV on homelessness among never homeless women (who had 
IPV and depression) versus women with previous homeless histories (who had PTSD+IPV and 
depression+IPV) points to the possibility that low-income women with recent experiences of 
sexual, physical or injurious partner violence may be more likely to become homeless if they do 
not also have a history of homelessness.  These heretofore unexplored differences between 
housed never homeless women and previously homeless women who have recent histories of IP 
warrant further exploration. It may also be useful for future studies to examine possible 
differences associated with having different forms of IPV (sexual, physical and injurious). It is 
possible that the odds of homelessness among low income women who have IPV may differ 
based on the form(s) of IPV experienced.  
In addition, although childhood abuse was the sole primary risk factor that was 
significantly associated homelessness in the baseline multivariate model, none of the longitudinal 
models that included childhood trauma resulted in an increased odds of homelessness. Having a 
history of childhood abuse was not associated with future homelessness in our sample of low-




direct effects (CSA only) as well as in models that examined co-occurring terms (PTSD+CSA 
and depression+CSA). The differences between the baseline multivariate model and the 
longitudinal model should also be further studied to better understand how the odds of 
homelessness is positively or negatively impacted by histories of childhood abuse among low 
income women. 
Covariates: Our models provide partial support that variables of personal, variables of 
social and economic marginalization, and variables of personal, partner and family instability 
and trauma operate significantly in the lives of the low-income women in this study. 
Social and economic marginalization 
 Employment and income from other sources: Findings from this study is consistent 
literature that employment is inversely associated with homelessness among low-income 
women (Bassuk, Buckner, Weinreb, Browne, Bassuk, Dawson, & Perloff 1997; National 
Coalition for the Homeless 2009). Importantly, though not significant, more than 90% of 
the women who entered the study with homeless histories and close to 90 % of those who 
did not have histories reported having income from other sources. This too is consistent 
with prior research that low income women must leverage income from various sources 
as a means of survival and to stave off homelessness. While economic independence 
serves as potential important buffer against the loss of housing in this sample, the 
presence of other risk factors, namely PTSD, depression, childhood trauma and IPV, may 
overshadow the protective effect of having a job and income from other sources. It is 
unclear however how much income each participant had and the sources from which they 
received additional income. Given research findings that underscore the risk-laden means 




depression and violence obtain money (Sterk, Dolan & Hatch, 1999; El-Bassel, Gilbert, 
Rajah, Foleno & Frye, 2000; El-Bassel, Caldeine, Rugless & Gilbert, 2009), future 
studies should delve more deeply into the protective and harmful impact of employment 
and the means by which income is obtained from other sources on the odds of 
homelessness. 
 Incarceration: Having a prior history of incarceration is significantly predictive of 
homelessness in our bivariate and multivariate models. Our results are not surprising as 
the association between prior arrest histories and homelessness among low-income 
women has received some attention over time (Chicago Coalition for the Homeless 2002; 
Gilfus 2002; Zugazaga 2004; Caton, Wilkins, & Anderson 2007). Further studies are 
needed however to explore how incarceration predicts homelessness and the impact of 
incarceration on homelessness in the presence of other risk variables. For example, it 
would be important to examine the ways in which incarceration, and other variables of 
social and economic marginalization, operates to increase or decrease the effects of 
PTSD, depression, childhood abuse and/or IPV on homelessness in the lives of low-
income women.  
 Social Support: The association between a lack of perceived social support and both 
initial and repeat homelessness among impoverished women has also been well studied. 
As a result, the significant finding in order study was again not surprising. Many low 
income women report long histories of perceived lack of report and researchers have 
pointed to a potential buffer effect of having higher levels of support and maintaining 
ones housing (Bassuk, Buckner, Weinreb, Browne, Bassuk, Dawson, & Perloff 1997; 




Anderson & Rayens 2004; Meadows-Oliver 2005). How having social support 
potentially buffers the impact of post-traumatic stress disorder, depression and past and 
current histories of violence and trauma on homelessness in the lives of impoverished 
women should be further studied. Previous research has suggested that having greater 
social support is important in preventing an initial episode of homelessness or repeat 
homeless stays (Shinn, Knickman, & Weitzman 1991; Letiecq, Anderson & Koblinsky 
1996). 
 Foster care history: While a history of foster care placement was not significant in the 
bivariate analysis, foster care histories proved significant in the multivariate baseline 
model in which we examined PTSD, childhood abuse and intimate partner violence in 
this study of low-income women receiving services from an emergency department. The 
significant association between both of the presence of childhood physical and sexual 
abuse, and foster care histories and homelessness, highlight the potential long-term 
impact of childhood histories of trauma, abuse and neglect on future histories of 
homelessness among indigent women.  
Personal, partner, and family instability and trauma 
Only one of our five indicators of personal, partner, and family instability and trauma 
proved significant in our bivariate and multivariate models. Partner use of illicit drugs in the 6-
months prior to the stat of the study was significantly associated with homelessness in this 
population of low-income women at the .05 level. The lack of significant findings associated 
with the level of substance use, parental substance use, and having witnessed parental violence in 
this study was somewhat surprising given prior research (Wenzel et al., 2009; SAMHSA 2011; 




Golinelli, Zhou & Green Jr 2011). Although it was not our sense that these would be primary 
predictors of homelessness in this sample of low-income women, the lack of significance of four 
of our five variables of (regular use of illicit drugs in the past 6 months, partner binge drinking in 
the past 6 months, parental substance use and witnessed parental violence) suggest that the high 
levels of trauma and violence experienced by the women in our study may stem from sources 
other than those related to personal substance use.  
 Personal substance abuse and homelessness: While abundant literature suggests that 
substance abuse is strongly associated with homelessness among women, findings have 
been less consistent in terms of how the illicit drug use by low income mothers (when 
compared with single homeless women), is associated with the loss of housing (Shinn & 
Bassuk 2004). There is however, widespread agreement that there are distinct differences 
between both populations (Bassuk & Rosenberg, 1988; Shinn & Bassuk, 2004; Rog, 
Holupka, & Patton, 2007). Among single women who are homeless, substance use 
appears to be a far greater predictor of homelessness than among homeless mothers (Roll, 
Toro & Ortola 1999). And since close to 75% of the women with homeless histories in 
our sample reported having children under the age of 18, it is possible that caring for 
minor children may serve to attenuate the impact of substance use on homelessness in 
this sample of low-income women.   
The significant association found in our study between a partner’s illicit drug use and 
homelessness is not surprising.  
 Partner substance abuse and homelessness: Research points to a link between partner 
substance abuse and housing instability among low-income women (Bassuk, Rubin & 




may also contribute to relationship conflict that in time escalates to IPV and lead to the 
loss of housing among already preciously housed women (El-Bassel, Gilbert, Rajah, 
Foleno & Frye 2001). The impact of  partner substance abuse, intimate partner violence, 
and the loss of housing among women has also been the focus of increased attention and 
recent investigations (Salomon, Bassuk &Huntington, 2001; Bassuk, Dawson & Hungton 
2006).  Given the significant association identified in our study between partner illicit 
drug use and homelessness, addition research is needed regarding how partner substance 
abuse may contribute to the loss of housing among low-income women, particularly 
those who have one or more of the key predictors examined in this study.  
STUDY LIMITATIONS 
The study findings should be viewed in the context of several limitations. First, due to the 
low sample size, several statistical approaches initially envisioned had to be adjusted or changed 
altogether. Specifically, Generalized Estimating Equations (GEE) models with a logistic link 
were replaced with multivariate logistic regression models. (Various GEE models were 
attempted but found to be invalid due to the low sample sizes of women who become homeless 
for the first time in the study and those who become homeless again.) Since it was not possible to 
add third order terms to the longitudinal models created for this study, the impact on the odds 
ratio with the addition of a third risk factor  (co-occurring term) could not be directly observed. 
These above findings were not significant due to the low sample size and low overall power. Due 
to the use of multivariate logistical analyses in lieu of GEE, it was not possible to estimate the 
degree of correlation between the categorical variables in the various longitudinal models 
created. In addition, 6- and 12-month time points were not modeled separately. Instead, future 




month mark. Importantly, it was also not possible to utilize three-way co-occurring terms in the 
models created. In light of this challenge, key predictor variables were modeled in dyads only for 
all longitudinal analyses and included only the main effects variables and their second order 
terms.  
Second, participants were excluded if they were admitted to the emergency department 
because of a psychiatric emergency or were evaluated as having a severe psychological 
impairment. Although this was a critical exclusion criterion to ensure that participation in the 
study did not compromise vital clinical care, it is highly probable that women experiencing 
homelessness, PTSD, depression and trauma, and ones reporting intimate partner violence, were 
excluded from the study resulting in underestimated findings of each of the aforementioned 
variables and limiting the generalizability of study findings. Third, there is no personal-
demographic characteristics background information on the women who refused to participate in 
the screening survey so it cannot be determined if these women differ from the selected 
participating women in terms of their personal-demographics, PTSD, depression, trauma, IPV, 
and homelessness histories. Fourth, there are reliability and validity concerns with the 
assessment of PTSD, depression, and IPV which relied on self-report and were not corroborated 
with biological data or medical reports.  
For the longitudinal analyses conducted, temporal predictions were limited to PTSD 
experienced within the preceding month, depression experienced within the preceding month, 
and intimate partner violence experienced within the past 6 months among housed never 
homeless participants during the 6- and 12- month waves. (Childhood abuse however, was 




needed that asks indigent women with PTSD, depression, and IPV to retrospectively identify 
their history with each of these conditions.  
And finally, as enumerated above, research makes clear that homelessness results from 
both the individual determinants and from structural factors such as a lack of subsidized or 
affordable housing, decreasing living wages and changing labor markets, a growing income 
disparity, policy regulations that privileges the wealthy while disfavoring the poor and 
precariously housed (Elliot & Krivo1984; Wright & Lam 1987; Burt 1992; Honig & Filer 1993; 
O’Flaherty 1995; Culhane et al., 1996;  Dolbeare 1996; Koegel et al., 1996; Quigley et al., 2001; 
Glomm & John 2002; Lee et al., 2003;  Norris et al., 2003; Crane et al., 2005; Early 2005; Shinn 
2007). Since this is a secondary data analysis, survey questions were not designed to capture the 
aforementioned structural determinants of homelessness. As a result, the findings of this study 
will not isolate the unique contributions of structural determinants in producing initial and repeat 
homelessness among study participants.  
IMPLICATIONS FOR PRACTICE AND POLICY 
Our findings offer several potentially important implications for policies and programs 
aimed at reducing the odds of homelessness resulting from the presence of multiple risk variables 
in the lives of low income urban women seeking out emergency care. First, the significant 
associations we found between depression and homelessness, and childhood trauma and 
homelessness in bivariate analyses, as well as the marginal significant association identified 
between intimate partner violence and homelessness, underscore the importance of conducting 
routine screening for these problems among low income women in urban ED settings. This 
finding highlights the continuing role that EDs may play in identifying the need for services and 




emergency departments lack the infrastructure to adequately screen low income women for these 
risk variables. Given the increased odds of homelessness among women receiving services from 
emergency departments with PTSD, IPV, and depression, serious consideration should be given 
to training nurses, doctors and social workers in these settings to assess women with and without 
homeless histories at risk of losing their housing.  In addition, resources should be given to 
developing screening tools that are designed specifically for low income women receiving 
services from emergency department settings. 
Despite the low power and the lack of statistical significance of the models in our study, 
the results confirms our predictions that the odds of repeat homelessness is higher among women 
with PTSD, IPV, and depression. It also supports our Syndemics-driven hypotheses that 
participants who have multiple predictors have an even higher odds of homelessness. These 
findings highlight the need for future research of this kind.  
 Since four of our six indicators of social and economic marginalization, having 
employment, having a history of incarceration, prior foster care placement, and levels of social 
support, are significantly associated with the loss of housing among the low-income women we 
sampled, our findings emphasize the need to also take into account the ways in which these 
variables may work alongside our main predictor variables. Low income women who present 
with PTSD, depression, childhood trauma, and/or IPV are likely to need a fuller range of 
integrated services and more intensive interventions to address the cumulative risks they face 
related to social and economic disenfranchisement. Few homeless women receive treatment for 
PTSD, depression and other mental health disorders (Buckner, Bassuk & Zima 1993; Hopper, 
Bassuk & Olivet 2010). Weinreb et al. credit the sharp inclines in rates of depression when 




(Weinreb, Buckner, Williams & Nicholson 2006). Prior research suggests that lack of treatment 
received is at least partly attributed to inadequate research examining the relationship between 
mental illness and homelessness in women (North & Smith 1993; Robertson & Winkleby 1996; 
Bassuk et al. 1998), services that are poorly tailored for this population (Robertson & Winkleby 
1996), interventions that fail to account for the heterogeneity among homeless women 
(Sandowski et al. 2009), and inadequate research examining the relationship between mental 
illness and homelessness in women (Bassuk et al. 1998; Robertson & Winkleby 1996; North & 
Smith 1993). 
Given the high rates of employment found among both samples in our study, and the 
barriers faced by women with homeless histories and unstably housing are likely to face in 
maintaining employment, we recommend the development of employment focused programs 
(i.e. job training programs, employee assistance programs, etc..) that specially target the needs of 
these vulnerable groups. This is particularly important given the proven protective effect having 
employment has on maintaining one’s housing among vulnerable and marginalized groups 
(Draine, Salzer, Culhane, Hadley 2002; Caton, Dominguez, Schanzer, Hasin, Shrout, et al. 2005; 
Rog, Holupka & Patton 2007). We recommend that initiatives like the 2009 American Recovery 
and Reinvestment Act, which provided a one-time $1.5 billion appropriation for the Homeless 
Prevention and Rapid Re-Housing Program be replicated on a sustained basis across the United 
States as a whole, and particularly in low-income urban communities with high concentrations of 
homeless women. For initiatives like these to be optimally successful, they must take into 
consideration the unique challenges face by poor women residing in inner city communities who 





Lastly, it would also be important to develop intervention strategies for these co-
occurring problems that are tailored to meet the specific needs of Latina and African-American 
women as they are at greater risk of homelessness than white women.   
The varying associations between IPV and homelessness among the low-income women 
in our study who do and do not have homeless histories should also be further explored. Our 
findings in this regard suggests the need to differentially screen sub-groups of low income 
women who visit emergency departments. Failure to tailor interventions to the unique needs and 
histories of specific sub-groups of low income women may result in ineffective care and the 
additional loss of housing among already vulnerable groups of women.  
How IPV differentially raises the odds of homelessness when combined with other risk 
factors should also be further researched. In our study, women with PTSD only and depression 
only had a lower risk of becoming homeless in the 2nd and 3rd waves of the study when compared 
with women with PTSD and IPV, and depression and IPV. The possible synergistic effects 
between IPV and other risk variables in promoting the initial or recurrent loss of housing among 
low-income women highlight the need for intervention strategies that consider both the 
individual effect of IPV, as well as the impact of having multiple risk variables.  
The lack of associations between substance abuse, parental substance abuse and parental 
violence, suggest that our indicators of personal, partner, and parental instability and trauma 
function less prominently in the lives of the low income women in this study. Our results do 
however highlight the possible long-term effects of childhood abuse and foster care placement 
on the future loss of housing among low income women. To be effective, intervention 




effectively identify the role of childhood experiences of abuse and instability on the potential 
future loss of housing.  
Despite concerted efforts over the last 10 – 15 years to develop targeted homeless 
prevention policies reflective of the unique needs of sub-groups of homeless women, to date, 
these efforts have been less than adequate. Instead, the vast majority of policies that exists are 
not guided by key group differences (Rosenheck, Bassuk & Salomon 1999). This represents a 
serious oversight that sorely undermines efforts to mitigate the flow of new or returning 
homeless into an already burgeoning system. It also compromises efforts to develop policies that 
are reflective of the discreet needs of unique sub-groups. Since our study points to contrasts 
between the predictive nature of IPV on homelessness among never homeless women versus 
women with prior histories of homelessness, our findings suggest a possibility that low-income 
women with recent experiences of sexual, physical or injurious partner violence may be more 
likely to become homeless if they do not also have a history of homelessness.  In addition, the far 
lower odds of future homelessness in our model that examined IPV and depression among 
previously homeless women suggests that under certain conditions, having IPV alone may prove 
a deterrent to again losing one’s housing.  In light of these findings, it is important to create 
policies that take into consideration acute periods of homelessness-related vulnerabilities faced 
by never homeless women who have recently experienced IPV. Policies should also consider a 
possible dampening effect depression may have on homeless returns among previously homeless 
women who have recently experienced IPV.  
IMPLICATIONS FOR RESEARCH 
While this study has offered a number of useful insights regarding the homelessness and 




homelessness, our findings also highlight the need for additional research in a number of key 
areas. First, our study was an initial foray into the use of a syndemics-driven perspective to 
examine first-time and recurrent homelessness among low-income women. Additional research 
is needed that more fully explores possible syndemic-like synergistic co-occurrings between key 
predictor variables and future homelessness. And, as indicated previously, in order for a 
syndemic to exist the presence of one or more risk factor should serve to amplify the other and in 
turn amplify negative outcomes. To adequately examine co-occurring risk factors in a syndemic 
context however, additional statistical power is needed (e.g., larger overall sample size, more 
homelessness in the follow-up observation period, having a longer follow-up time period, etc..) 
The lack of homeless observations in this study compromised our ability to create two-way and 
three-way interaction terms. Future studies should also examine the dynamic ways in which each 
of our key predictors impacts the other, and consequently increases the dosage (i.e. frequency, 
duration, etc…) of homelessness outcomes. Future research studies would also do well to 
examine the structural and social conditions of marginalization that drives homelessness in low-
income women. 
Second, although our finding points to an increase in the odds of homelessness that 
results from having two risk variables, when compared to the odds associated with having only 
one risk variable, future studies should examine the added impact on the odds of homelessness 
among women who have three (or more) risk factors given the web of risks that frequently 
operate in the lives of impoverished women.  
Third, it would also be important for future research studies to explore differences among 
the types of low-income women accessing services from emergency departments. Our findings 




without homeless histories. In addition to these two groupings, we recommend that future studies 
include a third group: women who are “recently” homeless (versus those with longer term 
histories of homelessness) since it is probable that the strength of the association between certain 
risks variables and homelessness may increase and decrease as women transition into and out of 
homelessness. Though not the specific focus of our study, we found stronger associations 
between homelessness and IPV among women who were “recently” homeless. A better 
understanding of the ways in which sub-groups of low-income women (those who have never 
been homeless, those who are recently homeless, and those with past homeless histories) are 
differently vulnerable will aid in the development of appropriately tailored intervention strategies 
and polices to be utilized in ED settings and other setting from which indigent women access 
services. 
CONCLUSIONS 
While the primary goal of emergency department practitioners is to respond to the health 
emergencies presented by low-income women during their visits to the emergency room, EDs 
can also aid in our efforts to prevent new and recurrent homelessness among low-income 
women. These results underscore the need to develop ED-based homeless prevention 
interventions that target the unique risk profiles of the various subgroupings of women who 
present at emergency departments: those with and without homeless histories; those who have 
been recently homeless versus those who have a past history of homelessness; and those who 
report having one risk variable versus those with multiple risks. To be more effective, emergency 
department homeless prevention interventions must specifically screen for the potential impact 
of childhood histories of childhood trauma, foster care histories, and indicators of social and 




disproportionately high levels of PTSD and IPV combined among low-income women without 
homeless histories, as well as high levels of depression among previously homeless women.  
Our findings provide support for our hypotheses that there are higher odds of initial and 
recurrent homelessness among low-income women who have PTSD, depression, histories of 
childhood trauma, and IPV when compared with low income women who do not have these risk 
variables. Our findings further suggest that women who have combinations of risk variables (eg. 
PTSD and IPV; depression and IPV), have even higher odds of future homelessness. Our 
research also points to the far-reaching impact of histories of childhood abuse and foster care 
histories and identified significant associations between homelessness and several of our 
indicators social and economic marginalization among the low-income women in our study (e.g. 
underemployment, prior arrest histories, and lack of social support). In addition, the rates of 
PTSD and IPV identified among the women in study who have never before experienced 
homelessness, coupled with research findings that suggest that PTSD and IPV are both co-
morbid and linked to future homelessness, suggests that there may be high levels of housing 
insecurity among the housed never homeless women in our group. 
Further research is needed to evaluate how the key predictors in our study (depression, 
PTSD, childhood abuse and intimate partner violence) together result in an increased risk of 
first-time or repeat homelessness among low-income women. Research that utilizes first, second 
and third order terms will provide more useful information regarding how the odds of 
homelessness increases (or decreases) with each additional risk factor. Future studies that utilize 
a syndemics-based lens will hone our abilities to more effectively care for and support low-
income women seeking out services from EDs who have one of the significant variables of 




multiple (or all). Failure to identify the potential synergistic relationships between these variables 
and homelessness outcomes among low-income women will continue to result in ill-informed 
and ineffective policy and practice initiatives.  
Although this dataset draws upon data collected between 2002 and 2003, the issues 
highlighted in this study remain significant. In the past 13 years since this data was gathered, 
many poor women across the nation continue to live unstably housed and the rates at which they 
enter and re-enter the shelter system continues to rise. In addition, policies employed to mitigate 
the flow of new and returning entrants have remain on the whole unchanged. The need to 
identify “primary” prevention strategies among sub-sets of previously homeless women and low-
income women who are currently precariously housed remain pressing. Longitudinal research of 
this kind that examine the more harmful effect of multiple risk factor exposure verses single risk 
exposure on the ability of low-income women to retain housing are important in deepening our 
understanding and in shaping homeless prevention strategies. 
Human Subjects Protection 
The data utilized for this dissertation is taken from a four-year study funded by the 
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The FREQ Procedure 
homeless 




0 131 54.36 131 54.36 
1 110 45.64 241 100.00 







Table of homeless by homelessfu 
homeless(homeless) homelessfu(homelessfu) 

















































Table of homeless by newlyhomeless 
homeless(homeless) newlyhomeless(newlyhomeless) 























































Table of homeless by black 
homeless(homeless) black(black) 










































Statistics for Table of homeless by black 
Statistic DF Value Prob 
Chi-Square 1 0.2522 0.6156 
Likelihood Ratio Chi-Square 1 0.2523 0.6154 
Continuity Adj. Chi-Square 1 0.1382 0.7101 
Mantel-Haenszel Chi-Square 1 0.2511 0.6163 
Phi Coefficient   -0.0323   
Contingency Coefficient   0.0323   
Cramer's V   -0.0323   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 72 
Left-sided Pr <= F 0.3552 
Right-sided Pr >= F 0.7363 
    
Table Probability (P) 0.0916 
Two-sided Pr <= P 0.6958 
 










Table of homeless by latino 
homeless(homeless) latino(latino) 










































Statistics for Table of homeless by latino 
Statistic DF Value Prob 
Chi-Square 1 0.0314 0.8594 
Likelihood Ratio Chi-Square 1 0.0314 0.8594 
Continuity Adj. Chi-Square 1 0.0023 0.9619 
Mantel-Haenszel Chi-Square 1 0.0312 0.8597 
Phi Coefficient   0.0114   
Contingency Coefficient   0.0114   
Cramer's V   0.0114   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 67 
Left-sided Pr <= F 0.6203 
Right-sided Pr >= F 0.4809 
    
Table Probability (P) 0.1013 
Two-sided Pr <= P 0.8975 
 







Table of homeless by highschl 
homeless(homeless) highschl(Do you have a High School 
degree or GED (General Equivalency 
Diploma)?) 













































Statistics for Table of homeless by highschl 
Statistic DF Value Prob 
Chi-Square 1 0.0627 0.8023 
Likelihood Ratio Chi-Square 1 0.0627 0.8023 
Continuity Adj. Chi-Square 1 0.0146 0.9038 
Mantel-Haenszel Chi-Square 1 0.0625 0.8027 
Phi Coefficient   -0.0161   
Contingency Coefficient   0.0161   
Cramer's V   -0.0161   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 61 
Left-sided Pr <= F 0.4518 
Right-sided Pr >= F 0.6480 
    
Table Probability (P) 0.0998 
Two-sided Pr <= P 0.8970 
 







Table of homeless by employ6m 
homeless(homeless) employ6m(employed past 6 months) 











































Statistics for Table of homeless by employ6m 
Statistic DF Value Prob 
Chi-Square 1 5.0530 0.0246 
Likelihood Ratio Chi-Square 1 5.0787 0.0242 
Continuity Adj. Chi-Square 1 4.4866 0.0342 
Mantel-Haenszel Chi-Square 1 5.0320 0.0249 
Phi Coefficient   -0.1448   
Contingency Coefficient   0.1433   
Cramer's V   -0.1448   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 62 
Left-sided Pr <= F 0.0169 
Right-sided Pr >= F 0.9914 
    
Table Probability (P) 0.0083 
Two-sided Pr <= P 0.0278 
 







Table of homeless by married 
homeless(homeless) married(married) 








































Frequency Missing = 1 
 
 
Statistics for Table of homeless by married 
Statistic DF Value Prob 
Chi-Square 1 0.0034 0.9538 




Statistic DF Value Prob 
Continuity Adj. Chi-Square 1 0.0000 1.0000 
Mantel-Haenszel Chi-Square 1 0.0033 0.9539 
Phi Coefficient   -0.0037   
Contingency Coefficient   0.0037   
Cramer's V   -0.0037   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 109 
Left-sided Pr <= F 0.5475 
Right-sided Pr >= F 0.5902 
    
Table Probability (P) 0.1377 
Two-sided Pr <= P 1.0000 
 
Effective Sample Size = 240 







Table of homeless by fqilli6m 
homeless(homeless) fqilli6m(fqilli6m) 










































Statistics for Table of homeless by fqilli6m 
Statistic DF Value Prob 
Chi-Square 1 3.4333 0.0639 
Likelihood Ratio Chi-Square 1 3.4259 0.0642 
Continuity Adj. Chi-Square 1 2.9193 0.0875 
Mantel-Haenszel Chi-Square 1 3.4190 0.0644 
Phi Coefficient   0.1194   
Contingency Coefficient   0.1185   





Fisher's Exact Test 
Cell (1,1) Frequency (F) 101 
Left-sided Pr <= F 0.9770 
Right-sided Pr >= F 0.0439 
    
Table Probability (P) 0.0209 
Two-sided Pr <= P 0.0829 
 







Table of homeless by cage 
homeless(homeless) cage(cage) 










































Statistics for Table of homeless by cage 
Statistic DF Value Prob 
Chi-Square 1 0.8498 0.3566 
Likelihood Ratio Chi-Square 1 0.8464 0.3576 
Continuity Adj. Chi-Square 1 0.5418 0.4617 
Mantel-Haenszel Chi-Square 1 0.8463 0.3576 
Phi Coefficient   0.0594   
Contingency Coefficient   0.0593   
Cramer's V   0.0594   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 115 
Left-sided Pr <= F 0.8659 
Right-sided Pr >= F 0.2305 
    
Table Probability (P) 0.0964 












Table of homeless by childabs 
homeless(homeless) childabs(childabs) 










































Statistics for Table of homeless by childabs 
Statistic DF Value Prob 
Chi-Square 1 8.3141 0.0039 
Likelihood Ratio Chi-Square 1 8.3784 0.0038 
Continuity Adj. Chi-Square 1 7.5833 0.0059 
Mantel-Haenszel Chi-Square 1 8.2796 0.0040 
Phi Coefficient   0.1857   
Contingency Coefficient   0.1826   
Cramer's V   0.1857   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 72 
Left-sided Pr <= F 0.9988 
Right-sided Pr >= F 0.0029 
    
Table Probability (P) 0.0016 
Two-sided Pr <= P 0.0044 
 







Table of homeless by incarcer 
homeless(homeless) incarcer(ever incarcerated or 
prison) 













































Statistics for Table of homeless by incarcer 
Statistic DF Value Prob 
Chi-Square 1 11.2737 0.0008 
Likelihood Ratio Chi-Square 1 11.3278 0.0008 
Continuity Adj. Chi-Square 1 10.2628 0.0014 
Mantel-Haenszel Chi-Square 1 11.2269 0.0008 
Phi Coefficient   0.2163   
Contingency Coefficient   0.2114   
Cramer's V   0.2163   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 112 
Left-sided Pr <= F 0.9998 
Right-sided Pr >= F 6.667E-04 
    
Table Probability (P) 4.521E-04 
Two-sided Pr <= P 0.0011 
 







Table of homeless by ptbing6m 
homeless(homeless) ptbing6m(ptbing6m) 











































Statistics for Table of homeless by ptbing6m 
Statistic DF Value Prob 
Chi-Square 1 0.5795 0.4465 
Likelihood Ratio Chi-Square 1 0.5788 0.4468 
Continuity Adj. Chi-Square 1 0.3930 0.5307 
Mantel-Haenszel Chi-Square 1 0.5771 0.4475 
Phi Coefficient   0.0490   
Contingency Coefficient   0.0490   
Cramer's V   0.0490   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 86 
Left-sided Pr <= F 0.8148 
Right-sided Pr >= F 0.2652 
    
Table Probability (P) 0.0800 
Two-sided Pr <= P 0.5024 
 







Table of homeless by ptdrug6m 
homeless(homeless) ptdrug6m(ptdrug6m) 










































Statistics for Table of homeless by ptdrug6m 
Statistic DF Value Prob 
Chi-Square 1 4.0249 0.0448 
Likelihood Ratio Chi-Square 1 4.0245 0.0448 




Statistic DF Value Prob 
Mantel-Haenszel Chi-Square 1 4.0082 0.0453 
Phi Coefficient   0.1292   
Contingency Coefficient   0.1282   
Cramer's V   0.1292   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 88 
Left-sided Pr <= F 0.9838 
Right-sided Pr >= F 0.0305 
    
Table Probability (P) 0.0143 
Two-sided Pr <= P 0.0476 
 







Table of homeless by ptsd 
homeless(homeless) ptsd(ptsd) 










































Statistics for Table of homeless by ptsd 
Statistic DF Value Prob 
Chi-Square 1 0.1857 0.6665 
Likelihood Ratio Chi-Square 1 0.1855 0.6667 
Continuity Adj. Chi-Square 1 0.0829 0.7734 
Mantel-Haenszel Chi-Square 1 0.1849 0.6672 
Phi Coefficient   0.0278   
Contingency Coefficient   0.0277   
Cramer's V   0.0278   
 
Fisher's Exact Test 




Fisher's Exact Test 
Left-sided Pr <= F 0.7173 
Right-sided Pr >= F 0.3862 
    
Table Probability (P) 0.1035 
Two-sided Pr <= P 0.6709 
 







Table of homeless by ipv6m 
homeless(homeless) ipv6m(ipv6m) 










































Statistics for Table of homeless by ipv6m 
Statistic DF Value Prob 
Chi-Square 1 0.0894 0.7649 
Likelihood Ratio Chi-Square 1 0.0894 0.7650 
Continuity Adj. Chi-Square 1 0.0245 0.8755 
Mantel-Haenszel Chi-Square 1 0.0891 0.7654 
Phi Coefficient   -0.0193   
Contingency Coefficient   0.0193   
Cramer's V   -0.0193   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 37 
Left-sided Pr <= F 0.4371 
Right-sided Pr >= F 0.6710 
    
Table Probability (P) 0.1081 
Two-sided Pr <= P 0.7775 
 










Table of homeless by ipvnopsy6m 
homeless(homeless) ipvnopsy6m(ipvnopsy6m
) 










































Statistics for Table of homeless by ipvnopsy6m 
Statistic DF Value Prob 
Chi-Square 1 2.8450 0.0917 
Likelihood Ratio Chi-Square 1 2.8457 0.0916 
Continuity Adj. Chi-Square 1 2.4206 0.1197 
Mantel-Haenszel Chi-Square 1 2.8332 0.0923 
Phi Coefficient   0.1087   
Contingency Coefficient   0.1080   
Cramer's V   0.1087   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 82 
Left-sided Pr <= F 0.9655 
Right-sided Pr >= F 0.0599 
    
Table Probability (P) 0.0253 
Two-sided Pr <= P 0.1161 
 







Table of homeless by child18 
homeless(homeless) child18(child18) 











































Frequency Missing = 2 
 
 
Statistics for Table of homeless by child18 
Statistic DF Value Prob 
Chi-Square 1 1.3092 0.2525 
Likelihood Ratio Chi-Square 1 1.3155 0.2514 
Continuity Adj. Chi-Square 1 1.0105 0.3148 
Mantel-Haenszel Chi-Square 1 1.3037 0.2535 
Phi Coefficient   0.0740   
Contingency Coefficient   0.0738   
Cramer's V   0.0740   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 46 
Left-sided Pr <= F 0.9005 
Right-sided Pr >= F 0.1574 
    
Table Probability (P) 0.0579 
Two-sided Pr <= P 0.2691 
 
Effective Sample Size = 239 







Table of homeless by incoth 
homeless(homeless) incoth(incoth) 











































Statistics for Table of homeless by incoth 
Statistic DF Value Prob 
Chi-Square 1 0.7124 0.3986 
Likelihood Ratio Chi-Square 1 0.7215 0.3956 
Continuity Adj. Chi-Square 1 0.3945 0.5299 
Mantel-Haenszel Chi-Square 1 0.7094 0.3996 
Phi Coefficient   0.0544   
Contingency Coefficient   0.0543   
Cramer's V   0.0544   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 15 
Left-sided Pr <= F 0.8556 
Right-sided Pr >= F 0.2664 
    
Table Probability (P) 0.1220 
Two-sided Pr <= P 0.5181 
 







Table of homeless by foster 
homeless(homeless) foster(foster) 








































Frequency Missing = 4 
 
 
Statistics for Table of homeless by foster 
Statistic DF Value Prob 
Chi-Square 1 3.2442 0.0717 




Statistic DF Value Prob 
Continuity Adj. Chi-Square 1 2.6162 0.1058 
Mantel-Haenszel Chi-Square 1 3.2305 0.0723 
Phi Coefficient   0.1170   
Contingency Coefficient   0.1162   
Cramer's V   0.1170   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 114 
Left-sided Pr <= F 0.9764 
Right-sided Pr >= F 0.0530 
    
Table Probability (P) 0.0294 
Two-sided Pr <= P 0.0975 
 
Effective Sample Size = 237 







Table of homeless by parentsubs 
homeless(homeless) parentsubs(parentsubs) 








































Frequency Missing = 2 
 
 
Statistics for Table of homeless by parentsubs 
Statistic DF Value Prob 
Chi-Square 1 2.8903 0.0891 
Likelihood Ratio Chi-Square 1 2.8985 0.0887 
Continuity Adj. Chi-Square 1 2.4650 0.1164 
Mantel-Haenszel Chi-Square 1 2.8782 0.0898 
Phi Coefficient   0.1100   
Contingency Coefficient   0.1093   





Fisher's Exact Test 
Cell (1,1) Frequency (F) 68 
Left-sided Pr <= F 0.9665 
Right-sided Pr >= F 0.0581 
    
Table Probability (P) 0.0246 
Two-sided Pr <= P 0.0930 
 
Effective Sample Size = 239 







Table of homeless by witparentvio 
homeless(homeless) witparentvio(witparentvio) 








































Frequency Missing = 2 
 
 
Statistics for Table of homeless by witparentvio 
Statistic DF Value Prob 
Chi-Square 1 0.9897 0.3198 
Likelihood Ratio Chi-Square 1 0.9890 0.3200 
Continuity Adj. Chi-Square 1 0.7440 0.3884 
Mantel-Haenszel Chi-Square 1 0.9855 0.3208 
Phi Coefficient   0.0643   
Contingency Coefficient   0.0642   
Cramer's V   0.0643   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 81 
Left-sided Pr <= F 0.8701 
Right-sided Pr >= F 0.1942 
    




Fisher's Exact Test 
Two-sided Pr <= P 0.3556 
 
Effective Sample Size = 239 
Frequency Missing = 2 







Table of homeless by phyany6m 
homeless(homeless) phyany6m(any physical IPV in 
the past 6 months) 










































Statistics for Table of homeless by phyany6m 
Statistic DF Value Prob 
Chi-Square 1 3.4986 0.0614 
Likelihood Ratio Chi-Square 1 3.4919 0.0617 
Continuity Adj. Chi-Square 1 2.9881 0.0839 
Mantel-Haenszel Chi-Square 1 3.4841 0.0620 
Phi Coefficient   0.1205   
Contingency Coefficient   0.1196   
Cramer's V   0.1205   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 99 
Left-sided Pr <= F 0.9778 
Right-sided Pr >= F 0.0420 
    
Table Probability (P) 0.0199 
Two-sided Pr <= P 0.0666 
 










Table of homeless by injany6m 
homeless(homeless) injany6m(any injurious IPV in 
th past 6 months) 










































Statistics for Table of homeless by injany6m 
Statistic DF Value Prob 
Chi-Square 1 1.7194 0.1898 
Likelihood Ratio Chi-Square 1 1.7131 0.1906 
Continuity Adj. Chi-Square 1 1.3085 0.2527 
Mantel-Haenszel Chi-Square 1 1.7123 0.1907 
Phi Coefficient   0.0845   
Contingency Coefficient   0.0842   
Cramer's V   0.0845   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 111 
Left-sided Pr <= F 0.9302 
Right-sided Pr >= F 0.1264 
    
Table Probability (P) 0.0566 
Two-sided Pr <= P 0.2412 
 







Table of homeless by phyinjany6m 
homeless(homeless) phyinjany6m(phyinjany6m) 













































Statistics for Table of homeless by phyinjany6m 
Statistic DF Value Prob 
Chi-Square 1 3.0450 0.0810 
Likelihood Ratio Chi-Square 1 3.0393 0.0813 
Continuity Adj. Chi-Square 1 2.5754 0.1085 
Mantel-Haenszel Chi-Square 1 3.0324 0.0816 
Phi Coefficient   0.1124   
Contingency Coefficient   0.1117   
Cramer's V   0.1124   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 97 
Left-sided Pr <= F 0.9702 
Right-sided Pr >= F 0.0544 
    
Table Probability (P) 0.0246 
Two-sided Pr <= P 0.0931 
 







Table of homeless by sexany6m 
homeless(homeless) sexany6m(any sexual IPV in th 
past 6 months) 













































Statistics for Table of homeless by sexany6m 
Statistic DF Value Prob 
Chi-Square 1 0.9741 0.3237 
Likelihood Ratio Chi-Square 1 0.9718 0.3242 
Continuity Adj. Chi-Square 1 0.7100 0.3994 
Mantel-Haenszel Chi-Square 1 0.9700 0.3247 
Phi Coefficient   0.0636   
Contingency Coefficient   0.0634   
Cramer's V   0.0636   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 98 
Left-sided Pr <= F 0.8710 
Right-sided Pr >= F 0.1996 
    
Table Probability (P) 0.0706 
Two-sided Pr <= P 0.3867 
 







Table of homeless by fqmari6m 
homeless(homeless) fqmari6m(fqmari6m) 










































Statistics for Table of homeless by fqmari6m 
Statistic DF Value Prob 
Chi-Square 1 2.2180 0.1364 
Likelihood Ratio Chi-Square 1 2.2106 0.1371 
Continuity Adj. Chi-Square 1 1.7653 0.1840 
Mantel-Haenszel Chi-Square 1 2.2088 0.1372 
Phi Coefficient   0.0959   




Statistic DF Value Prob 
Cramer's V   0.0959   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 109 
Left-sided Pr <= F 0.9504 
Right-sided Pr >= F 0.0922 
    
Table Probability (P) 0.0425 
Two-sided Pr <= P 0.1504 
 







Table of homeless by fqcrkc6m 
homeless(homeless) fqcrkc6m(fqcrkc6m) 










































Statistics for Table of homeless by fqcrkc6m 
Statistic DF Value Prob 
Chi-Square 1 2.0821 0.1490 
Likelihood Ratio Chi-Square 1 2.0856 0.1487 
Continuity Adj. Chi-Square 1 1.3608 0.2434 
Mantel-Haenszel Chi-Square 1 2.0735 0.1499 
Phi Coefficient   0.0929   
Contingency Coefficient   0.0925   
Cramer's V   0.0929   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 126 
Left-sided Pr <= F 0.9575 
Right-sided Pr >= F 0.1219 




Fisher's Exact Test 
Table Probability (P) 0.0794 
Two-sided Pr <= P 0.1741 
 







Table of homeless by fqhero6m 
homeless(homeless) fqhero6m(fqhero6m) 










































Statistics for Table of homeless by fqhero6m 
Statistic DF Value Prob 
Chi-Square 1 2.2498 0.1336 
Likelihood Ratio Chi-Square 1 2.2617 0.1326 
Continuity Adj. Chi-Square 1 1.4464 0.2291 
Mantel-Haenszel Chi-Square 1 2.2405 0.1344 
Phi Coefficient   0.0966   
Contingency Coefficient   0.0962   
Cramer's V   0.0966   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 127 
Left-sided Pr <= F 0.9644 
Right-sided Pr >= F 0.1147 
    
Table Probability (P) 0.0791 
Two-sided Pr <= P 0.1495 
 










Table of homeless by heavyd6m 
homeless(homeless) heavyd6m(heavyd6m) 










































Statistics for Table of homeless by heavyd6m 
Statistic DF Value Prob 
Chi-Square 1 2.3001 0.1294 
Likelihood Ratio Chi-Square 1 2.2932 0.1299 
Continuity Adj. Chi-Square 1 1.8617 0.1724 
Mantel-Haenszel Chi-Square 1 2.2906 0.1302 
Phi Coefficient   0.0977   
Contingency Coefficient   0.0972   
Cramer's V   0.0977   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 105 
Left-sided Pr <= F 0.9523 
Right-sided Pr >= F 0.0864 
    
Table Probability (P) 0.0386 
Two-sided Pr <= P 0.1705 
 







Table of homeless by fqheav6m 
homeless(homeless) fqheav6m(fqheav6m) 













































Statistics for Table of homeless by fqheav6m 
Statistic DF Value Prob 
Chi-Square 1 0.0031 0.9559 
Likelihood Ratio Chi-Square 1 0.0031 0.9559 
Continuity Adj. Chi-Square 1 0.0000 1.0000 
Mantel-Haenszel Chi-Square 1 0.0031 0.9560 
Phi Coefficient   0.0036   
Contingency Coefficient   0.0036   
Cramer's V   0.0036   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 117 
Left-sided Pr <= F 0.6055 
Right-sided Pr >= F 0.5588 
    
Table Probability (P) 0.1643 
Two-sided Pr <= P 1.0000 
 
Sample Size = 241 







Table of homeless by subdep6m 
homeless(homeless) subdep6m 













































Statistics for Table of homeless by subdep6m 
Statistic DF Value Prob 
Chi-Square 1 2.6674 0.1024 
Likelihood Ratio Chi-Square 1 2.6665 0.1025 
Continuity Adj. Chi-Square 1 2.2534 0.1333 
Mantel-Haenszel Chi-Square 1 2.6563 0.1031 
Phi Coefficient   0.1052   
Contingency Coefficient   0.1046   
Cramer's V   0.1052   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 85 
Left-sided Pr <= F 0.9612 
Right-sided Pr >= F 0.0667 
    
Table Probability (P) 0.0279 
Two-sided Pr <= P 0.1140 
 







Table of homeless by ptsub6m 
homeless(homeless) ptsub6m 










































Statistics for Table of homeless by ptsub6m 
Statistic DF Value Prob 
Chi-Square 1 0.6173 0.4321 
Likelihood Ratio Chi-Square 1 0.6177 0.4319 
Continuity Adj. Chi-Square 1 0.4305 0.5117 
Mantel-Haenszel Chi-Square 1 0.6147 0.4330 
Phi Coefficient   0.0506   




Statistic DF Value Prob 
Cramer's V   0.0506   
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 65 
Left-sided Pr <= F 0.8199 
Right-sided Pr >= F 0.2559 
    
Table Probability (P) 0.0759 
Two-sided Pr <= P 0.4406 
 




BASELINE MULTIVARIATE REGRESSIONS 
MODEL 1 
The LOGISTIC Procedure 
Model Information 
Data Set WORK.WORKING   
Response Variable homeless homeless 
Number of Response Levels 2   
Model binary logit   
Optimization Technique Fisher's scoring   
 
Number of Observations Read 241 







1 0 128 
2 1 106 
 
Probability modeled is homeless='1'. 
 
Note: 7 observations were deleted due to missing values for the response or explanatory variables. 
Class Level Information 
Class Value Design 
Variables 




Class Level Information 
Class Value Design 
Variables 
  1 1 
ipvnopsy6m 0 0 
  1 1 
highschl No 0 
  Yes 1 
married 0 0 
  1 1 
child18 0 0 
  1 1 
black 0 0 
  1 1 
latino 0 0 
  1 1 
incoth 0 0 
  1 1 
employ6m no 0 
  yes 1 
incarcer no 0 
  yes 1 
foster 0 0 
  1 1 
fqilli6m 0 0 
  1 1 
ptdrug6m 0 0 
  1 1 
ptbing6m 0 0 
  1 1 
parentsubs 0 0 
  1 1 
witparentvio 0 0 
  1 1 
 
Model Convergence Status 
Convergence criterion (GCONV=1E-8) satisfied. 
 






AIC 324.321 317.602 










-2 Log L 322.321 277.602 
 
Testing Global Null Hypothesis: BETA=0 
Test Chi-Square DF Pr > ChiSq 
Likelihood Ratio 44.7193 19 0.0008 
Score 41.4840 19 0.0021 
Wald 35.1773 19 0.0133 
 
Type 3 Analysis of Effects 
Effect DF Wald 
Chi-Square 
Pr > ChiSq 
bsi_dep 1 6.8832 0.0087 
childabs 1 2.4204 0.1198 
ipvnopsy6m 1 0.3975 0.5284 
fqilli6m 1 0.1258 0.7229 
age 1 0.9936 0.3189 
highschl 1 0.5309 0.4662 
married 1 0.5986 0.4391 
child18 1 4.3722 0.0365 
black 1 1.8047 0.1791 
latino 1 1.0905 0.2964 
incoth 1 0.0064 0.9363 
employ6m 1 0.9323 0.3343 
incarcer 1 7.8533 0.0051 
foster 1 4.1285 0.0422 
mspss 1 0.7606 0.3831 
ptdrug6m 1 0.6810 0.4092 
ptbing6m 1 0.0287 0.8654 
parentsubs 1 0.1085 0.7419 
witparentvio 1 0.2355 0.6275 
 
Analysis of Maximum Likelihood Estimates 




Pr > ChiSq 
Intercept   1 -1.0484 1.3008 0.6495 0.4203 
bsi_dep   1 0.4949 0.1886 6.8832 0.0087 
childabs 1 1 0.5352 0.3440 2.4204 0.1198 
ipvnopsy6m 1 1 -0.2149 0.3408 0.3975 0.5284 
fqilli6m 1 1 0.1330 0.3749 0.1258 0.7229 
age   1 0.0164 0.0165 0.9936 0.3189 




Analysis of Maximum Likelihood Estimates 




Pr > ChiSq 
married 1 1 0.3223 0.4165 0.5986 0.4391 
child18 1 1 0.7167 0.3428 4.3722 0.0365 
black 1 1 -0.8171 0.6082 1.8047 0.1791 
latino 1 1 -0.6320 0.6052 1.0905 0.2964 
incoth 1 1 -0.0407 0.5093 0.0064 0.9363 
employ6m yes 1 -0.3151 0.3263 0.9323 0.3343 
incarcer yes 1 1.0751 0.3836 7.8533 0.0051 
foster 1 1 0.9256 0.4556 4.1285 0.0422 
mspss   1 -0.1154 0.1323 0.7606 0.3831 
ptdrug6m 1 1 0.2772 0.3359 0.6810 0.4092 
ptbing6m 1 1 -0.0580 0.3425 0.0287 0.8654 
parentsubs 1 1 0.1069 0.3244 0.1085 0.7419 
witparentvio 1 1 -0.1661 0.3423 0.2355 0.6275 
 
Odds Ratio Estimates 
Effect Point Estimate 95% Wald 
Confidence Limits 
bsi_dep 1.640 1.133 2.374 
childabs 1 vs 0 1.708 0.870 3.352 
ipvnopsy6m 1 vs 0 0.807 0.414 1.573 
fqilli6m 1 vs 0 1.142 0.548 2.382 
age 1.017 0.984 1.050 
highschl Yes vs No 1.254 0.682 2.306 
married 1 vs 0 1.380 0.610 3.122 
child18 1 vs 0 2.048 1.046 4.009 
black 1 vs 0 0.442 0.134 1.455 
latino 1 vs 0 0.532 0.162 1.740 
incoth 1 vs 0 0.960 0.354 2.605 
employ6m yes vs no 0.730 0.385 1.383 
incarcer yes vs no 2.930 1.382 6.215 
foster 1 vs 0 2.523 1.033 6.162 
mspss 0.891 0.687 1.155 
ptdrug6m 1 vs 0 1.319 0.683 2.548 
ptbing6m 1 vs 0 0.944 0.482 1.846 
parentsubs 1 vs 0 1.113 0.589 2.102 
witparentvio 1 vs 0 0.847 0.433 1.657 
 
Association of Predicted Probabilities and 
Observed Responses 
Percent Concordant 73.2 Somers' D 0.468 




Association of Predicted Probabilities and 
Observed Responses 
Percent Tied 0.3 Tau-a 0.233 




The LOGISTIC Procedure 
Model Information 
Data Set WORK.WORKING   
Response Variable homeless homeless 
Number of Response Levels 2   
Model binary logit   
Optimization Technique Fisher's scoring   
 
Number of Observations Read 241 







1 0 128 
2 1 106 
 
Probability modeled is homeless='1'. 
 
Note: 7 observations were deleted due to missing values for the response or explanatory variables. 
Class Level Information 
Class Value Design 
Variables 
ptsd 0 0 
  1 1 
childabs 0 0 
  1 1 
ipvnopsy6m 0 0 
  1 1 
highschl No 0 
  Yes 1 
married 0 0 
  1 1 
child18 0 0 
  1 1 




Class Level Information 
Class Value Design 
Variables 
  1 1 
latino 0 0 
  1 1 
incoth 0 0 
  1 1 
employ6m no 0 
  yes 1 
incarcer no 0 
  yes 1 
foster 0 0 
  1 1 
fqilli6m 0 0 
  1 1 
ptdrug6m 0 0 
  1 1 
ptbing6m 0 0 
  1 1 
parentsubs 0 0 
  1 1 
witparentvio 0 0 
  1 1 
 
Model Convergence Status 
Convergence criterion (GCONV=1E-8) satisfied. 
 






AIC 324.321 322.891 
SC 327.777 391.997 
-2 Log L 322.321 282.891 
 
Testing Global Null Hypothesis: BETA=0 
Test Chi-Square DF Pr > ChiSq 
Likelihood Ratio 39.4307 19 0.0039 
Score 36.7517 19 0.0085 





Type 3 Analysis of Effects 
Effect DF Wald 
Chi-Square 
Pr > ChiSq 
ptsd 1 1.9027 0.1678 
childabs 1 4.3361 0.0373 
ipvnopsy6m 1 0.1045 0.7465 
fqilli6m 1 0.0418 0.8379 
age 1 0.9449 0.3310 
highschl 1 0.4618 0.4968 
married 1 0.5458 0.4600 
child18 1 2.3549 0.1249 
black 1 1.8157 0.1778 
latino 1 0.8041 0.3699 
incoth 1 0.0723 0.7879 
employ6m 1 3.3403 0.0676 
incarcer 1 8.0467 0.0046 
foster 1 1.8682 0.1717 
mspss 1 2.5626 0.1094 
ptdrug6m 1 1.3766 0.2407 
ptbing6m 1 0.0000 0.9994 
parentsubs 1 0.7605 0.3832 
witparentvio 1 0.0993 0.7526 
 
Analysis of Maximum Likelihood Estimates 




Pr > ChiSq 
Intercept   1 -0.0539 1.2124 0.0020 0.9645 
ptsd 1 1 -0.5198 0.3769 1.9027 0.1678 
childabs 1 1 0.7324 0.3517 4.3361 0.0373 
ipvnopsy6m 1 1 0.1058 0.3272 0.1045 0.7465 
fqilli6m 1 1 0.0748 0.3656 0.0418 0.8379 
age   1 0.0156 0.0160 0.9449 0.3310 
highschl Yes 1 0.2072 0.3049 0.4618 0.4968 
married 1 1 0.3055 0.4135 0.5458 0.4600 
child18 1 1 0.5054 0.3293 2.3549 0.1249 
black 1 1 -0.8085 0.6000 1.8157 0.1778 
latino 1 1 -0.5346 0.5962 0.8041 0.3699 
incoth 1 1 -0.1343 0.4992 0.0723 0.7879 
employ6m yes 1 -0.5860 0.3206 3.3403 0.0676 
incarcer yes 1 1.0796 0.3806 8.0467 0.0046 
foster 1 1 0.6031 0.4412 1.8682 0.1717 
mspss   1 -0.2035 0.1272 2.5626 0.1094 




Analysis of Maximum Likelihood Estimates 




Pr > ChiSq 
ptbing6m 1 1 -0.00026 0.3377 0.0000 0.9994 
parentsubs 1 1 0.2773 0.3180 0.7605 0.3832 
witparentvio 1 1 -0.1067 0.3385 0.0993 0.7526 
 
Odds Ratio Estimates 
Effect Point Estimate 95% Wald 
Confidence Limits 
ptsd 1 vs 0 0.595 0.284 1.245 
childabs 1 vs 0 2.080 1.044 4.145 
ipvnopsy6m 1 vs 0 1.112 0.585 2.111 
fqilli6m 1 vs 0 1.078 0.526 2.206 
age 1.016 0.984 1.048 
highschl Yes vs No 1.230 0.677 2.236 
married 1 vs 0 1.357 0.603 3.053 
child18 1 vs 0 1.658 0.869 3.161 
black 1 vs 0 0.446 0.137 1.444 
latino 1 vs 0 0.586 0.182 1.885 
incoth 1 vs 0 0.874 0.329 2.326 
employ6m yes vs no 0.557 0.297 1.043 
incarcer yes vs no 2.943 1.396 6.206 
foster 1 vs 0 1.828 0.770 4.340 
mspss 0.816 0.636 1.047 
ptdrug6m 1 vs 0 1.474 0.771 2.817 
ptbing6m 1 vs 0 1.000 0.516 1.938 
parentsubs 1 vs 0 1.320 0.708 2.461 
witparentvio 1 vs 0 0.899 0.463 1.745 
 
Association of Predicted Probabilities and 
Observed Responses 
Percent Concordant 72.1 Somers' D 0.446 
Percent Discordant 27.6 Gamma 0.447 
Percent Tied 0.3 Tau-a 0.222 




MULTIPLE IMPUTATION FOR NEWLY HOMELESS AND RECURRING HOMELESS 




The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
ptsd 0.256415 1.121772 1.403828 222.95 0.251438 0.207992 0.979625 
ipvnopsy6m 0.116116 0.429663 0.557390 171.39 0.297273 0.237992 0.976754 
ptsdipv_corre 0.390140 1.548115 1.977269 191.05 0.277211 0.225114 0.977984 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
ptsd 0.289734 1.184833 -2.04517 2.624638 222.95 -0.539255 1.001385 0 0.24 0.8070 
ipvnopsy6m 0.575495 0.746586 -0.89819 2.049182 171.39 0.015990 1.040341 0 0.77 0.4419 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
ptsd ipvnopsy6m ptsdipv_corre 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.256415 1.121772 1.403828 222.95 0.251438 0.207992 0.979625 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
ptsd ipvnopsy6m ptsdipv_corre 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.116116 0.429663 0.557390 171.39 0.297273 0.237992 0.976754 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
ptsd ipvnopsy6m ptsdipv_corre 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.278724 0.580768 0.887364 75.39 0.527915 0.362212 0.965045 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 1.33607 0.12936 13.7996 0.8070 
2 1.77801 0.40731 7.7615 0.4419 




NEWLY HOMELESS --- DEPRESSION & IPV 
The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
bsi_dep 0.021965 0.245879 0.270041 1124.2 0.098268 0.091091 0.990973 
ipvnopsy6m 0.143161 0.521407 0.678884 167.26 0.302024 0.240987 0.976468 
bsiipv 0.042798 0.328063 0.375141 571.48 0.143502 0.128538 0.987309 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
bsi_dep 0.080474 0.519655 -0.93913 1.100077 1124.2 -0.221564 0.283132 0 0.15 0.8770 
ipvnopsy6m 0.605177 0.823944 -1.02149 2.231847 167.26 0.068972 1.091533 0 0.73 0.4637 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
bsi_dep ipvnopsy6m bsiipv 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.021965 0.245879 0.270041 1124.2 0.098268 0.091091 0.990973 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
bsi_dep ipvnopsy6m bsiipv 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.143161 0.521407 0.678884 167.26 0.302024 0.240987 0.976468 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
bsi_dep ipvnopsy6m bsiipv 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.120155 0.406750 0.538921 149.63 0.324943 0.255141 0.975121 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 1.08380 0.39097 3.00440 0.8770 
2 1.83158 0.36006 9.31706 0.4637 




NEWLY HOMELESS --- PTSD & CT 
The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
ptsd 0.266023 1.265059 1.557684 255.02 0.231313 0.194154 0.980954 
childabs 0.480484 0.706994 1.235526 49.182 0.747576 0.449711 0.956964 
ptsdcsa 1.195769 1.939830 3.255176 55.12 0.678073 0.424585 0.959271 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
ptsd -0.124584 1.248072 -2.58242 2.333257 255.02 -0.959447 0.638926 0 -0.10 0.9206 
childabs -1.294108 1.111542 -3.52763 0.939411 49.182 -2.602696 -0.438241 0 -1.16 0.2499 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
ptsd childabs ptsdcsa 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.266023 1.265059 1.557684 255.02 0.231313 0.194154 0.980954 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
ptsd childabs ptsdcsa 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.480484 0.706994 1.235526 49.182 0.747576 0.449711 0.956964 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
ptsd childabs ptsdcsa 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.194390 0.512720 0.726548 103.91 0.417048 0.307510 0.970166 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 0.88286 0.07559 10.3115 0.9206 
2 0.27414 0.02937 2.5585 0.2499 





NEWLY HOMELESS --- DEPRESSION & CT 
The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
bsi_dep 0.063482 0.188326 0.258157 123 0.370797 0.282077 0.972566 
childabs 0.138651 0.624675 0.777192 233.7 0.244153 0.203031 0.980101 
bsicsa 0.042672 0.284140 0.331079 447.75 0.165196 0.145583 0.985651 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
bsi_dep 0.106973 0.508091 -0.89876 1.112708 123 -0.231462 0.577960 0 0.21 0.8336 
childabs -0.848459 0.881585 -2.58533 0.888410 233.7 -1.351165 -0.105485 0 -0.96 0.3368 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
bsi_dep childabs bsicsa 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.063482 0.188326 0.258157 123 0.370797 0.282077 0.972566 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
bsi_dep childabs bsicsa 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.138651 0.624675 0.777192 233.7 0.244153 0.203031 0.980101 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
bsi_dep childabs bsicsa 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.161172 0.450916 0.628205 113 0.393175 0.294591 0.971384 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 1.11290 0.40707 3.04259 0.8336 
2 0.42807 0.07537 2.43126 0.3368 




RECURRING HOMELESS --- PTSD & IPV 
The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
ptsd 0.096942 0.556932 0.663568 348.5 0.191471 0.165477 0.983722 
ipvnopsy6m 0.102520 0.291842 0.404613 115.86 0.386413 0.290851 0.971737 
ptsdipv_corre 0.283050 0.889411 1.200765 133.86 0.350069 0.270121 0.973698 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
ptsd 0.259919 0.814597 -1.34223 1.862064 348.5 -0.379361 0.577553 0 0.32 0.7499 
ipvnopsy6m 0.123472 0.636092 -1.13641 1.383349 115.86 -0.316702 0.746633 0 0.19 0.8464 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
ptsd ipvnopsy6m ptsdipv_corre 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.096942 0.556932 0.663568 348.5 0.191471 0.165477 0.983722 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
ptsd ipvnopsy6m ptsdipv_corre 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.102520 0.291842 0.404613 115.86 0.386413 0.290851 0.971737 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
ptsd ipvnopsy6m ptsdipv_corre 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.175624 0.348311 0.541497 70.71 0.554638 0.374216 0.963928 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 1.29683 0.26126 6.43701 0.7499 
2 1.13142 0.32097 3.98824 0.8464 




RECURRING HOMELESS --- DEPRESSION & IPV 
The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
bsi_dep 0.071427 0.125435 0.204005 60.675 0.626379 0.404450 0.961127 
ipvnopsy6m 0.192531 0.509704 0.721489 104.45 0.415504 0.306687 0.970244 
bsiipv 0.124586 0.205637 0.342682 56.273 0.666441 0.420167 0.959678 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
bsi_dep 0.285296 0.451669 -0.61797 1.188562 60.675 -0.163727 0.721202 0 0.63 0.5300 
ipvnopsy6m -0.862223 0.849405 -2.54654 0.822093 104.45 -1.537616 -0.134166 0 -1.02 0.3124 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
bsi_dep ipvnopsy6m bsiipv 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.071427 0.125435 0.204005 60.675 0.626379 0.404450 0.961127 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
bsi_dep ipvnopsy6m bsiipv 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.192531 0.509704 0.721489 104.45 0.415504 0.306687 0.970244 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
bsi_dep ipvnopsy6m bsiipv 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.135039 0.311988 0.460531 86.508 0.476117 0.337684 0.967335 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 1.33016 0.53904 3.28236 0.5300 
2 0.42222 0.07835 2.27526 0.3124 




RECURRING HOMELESS --- PTSD & CT 
The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
ptsd 0.285373 0.788766 1.102676 111.05 0.397977 0.297224 0.971136 
childabs 0.134034 0.314272 0.461710 88.261 0.469138 0.334246 0.967656 
ptsdcsa 0.306393 1.044889 1.381921 151.31 0.322553 0.253686 0.975259 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
ptsd 0.596839 1.050084 -1.48396 2.677640 111.05 -0.784440 1.033486 0 0.57 0.5709 
childabs -0.216738 0.679492 -1.56703 1.133554 88.261 -0.637588 0.293977 0 -0.32 0.7505 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
ptsd childabs ptsdcsa 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.285373 0.788766 1.102676 111.05 0.397977 0.297224 0.971136 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
ptsd childabs ptsdcsa 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.134034 0.314272 0.461710 88.261 0.469138 0.334246 0.967656 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
ptsd childabs ptsdcsa 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.180451 0.340852 0.539348 66.447 0.582355 0.386231 0.962813 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 1.81637 0.22674 14.5507 0.5709 
2 0.80514 0.20866 3.1067 0.7505 
3 1.22094 0.28182 5.2895 0.7866 
 
 
RECURRING HOMELESS --- DEPRESSION & CT 
The MIANALYZE Procedure 
Model Information 
PARMS Data Set WORK.LOGPARMS 
PARMINFO Data Set WORK.LOGINFO 
COVB Data Set WORK.LOGCOVB 
Number of Imputations 10 
 
Variance Information 








Between Within Total 
bsi_dep 0.058324 0.126634 0.190790 79.594 0.506625 0.352337 0.965965 
childabs 0.179546 0.486314 0.683815 107.89 0.406118 0.301649 0.970718 
bsicsa 0.079693 0.190670 0.278332 90.729 0.459756 0.329572 0.968094 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum Theta0 t for H0: 
Parameter=Theta0 
Pr > |t| 
bsi_dep 0.361001 0.436795 -0.50832 1.230319 79.594 -0.085743 0.685527 0 0.83 0.4110 
childabs -0.953912 0.826931 -2.59305 0.685228 107.89 -1.487991 -0.311777 0 -1.15 0.2512 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 1 
Test Specification 
Parameter L Matrix C 
bsi_dep childabs bsicsa 
TestPrm1 1.000000 0 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.058324 0.126634 0.190790 79.594 0.506625 0.352337 0.965965 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 2 
Test Specification 
Parameter L Matrix C 
bsi_dep childabs bsicsa 
TestPrm1 0 1.000000 0 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.179546 0.486314 0.683815 107.89 0.406118 0.301649 0.970718 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 






The SAS System 
 
The MIANALYZE Procedure 
Test: Test 3 
Test Specification 
Parameter L Matrix C 
bsi_dep childabs bsicsa 
TestPrm1 1.000000 1.000000 1.000000 0 
 
Variance Information 








Between Within Total 
TestPrm1 0.173852 0.340283 0.531520 69.524 0.561997 0.377449 0.963628 
 
Parameter Estimates 
Parameter Estimate Std Error 95% Confidence Limits DF Minimum Maximum C t for H0: 
Parameter=C 
Pr > |t| 







The SAS System 
 
Obs or lb ub Probt 
1 1.43476 0.60151 3.42232 0.4110 
2 0.38523 0.07479 1.98422 0.2512 
3 0.92069 0.21506 3.94164 0.9101 
 
 
 
